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Preface 
This portfolio is made up of three sections.  Section A is the research component which is an 
attempt to understand the kind of relationship people with type 2 diabetes have with food.  
Section B is a case study with a process report of a client I was seeing who had been suffering 
from PTSD.  Section C is a publishable paper which follows the author guidelines of the British 
Journal of Health Psychology where the research may have something to offer clinicians who 
are working with people with diabetes and maybe other long-term conditions. 
 
On the face of it there may not seem to be a common thread or theme that holds these sections 
together as a whole piece of work.  However, I will start from the beginning of my journey here 
to make the connections.  I started out on the Doctorate programme as a mature student and 
maybe as someone a little stuck in her ways.  As I progressed through the course over the 3 
years I found myself being challenged and drawn into seeing what I thought I already knew 
from a different perspective.  I had until this point not really considered my personal beliefs 
about knowledge but on reflection I saw myself as someone who needed certainty and 
direction when working therapeutically.  I had trained in CBT as a direct consequence of this 
way of thinking and I positioned myself more or less the ‘expert’ in the room when with a client.  
I had lost sight of what brings someone to therapy, how they see themselves and experience 
others and how they are in the world.  Indeed I had not considered my very presence with 
them in the room beyond being the one they have come to see for help.  This was until I was 
introduced to qualitative methodology in research.  This totally changed my view on knowledge 
and truth and my need for certainty.  I began to see that I was not separate from the clients 
who came to see me, I was beginning to really know, not just theoretically, that my presence 
had an effect on others and their understanding of their experiences in the world.  This seed 
of knowledge took hold and grew and influenced, not just in how I decided to conduct my 
research but in my relationships with clients in the therapy room.   
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The research section reflects this process in action.  I had been running a mindfulness group 
for people with diabetes with the direct intention of alleviating their depression and anxiety as 
much of the literature pointed to this co-morbidity as having an effect on the patients’ ability to 
self-manage their condition.  However, the course had no effect on their depression and 
anxiety scores.  In some cases it got worse.  What I noticed though was a felt sense of change 
in the way they communicated and their openness and increased sensitivity to their bodies.  I 
found myself wondering what was going on.  The more I thought about it and struggled through 
the quagmire of how to make this a research project, I could see that I did not really know or 
understand what the people on the course were actually experiencing in relation to their 
diabetes and self-care as a result of the course.  Something had happened but what was it? 
The thought about Discourse Analysis to focus on how they spoke about their diabetes was a 
consideration but then I wanted to make sense of this experience so I turned to Interpretive 
Phenomenological Analysis.  I also could not approach their experiences in such a broad way 
as looking at diabetes so I took one piece of the experience of self-managing that seemed the 
most prominent one, their relationship to food. 
 
This took me on a very long and arduous journey as I attempted to shift my attitude to not just 
the research but my clinical work too.  It was during this shifting of attitude that I began working 
with a young woman who had come to me having suffered a traumatic time giving birth in 
which she thought she, and/or her baby, was going to die,   She had completely shut down her 
life for 8 months at the time she came to me and could not see a way back to the life she once 
had.  She was diagnosed with PTSD and there is a well-documented CBT protocol for treating 
this issue.  However, the decision to work in this way was something that I had discussed with 
her and it was clear that it was the experience of talking about it and more importantly the re-
experiencing that she wanted because she had only one view of it which was that she had a 
beautiful baby out of it so what was her problem?  This really struck me as important to my 
changing perspective of how we gain knowledge and how we can get stuck with what feels 
like factual information that should change everything.  In this case it did not and so going back 
	 13	
to have the experience all over again (a few times) enabled her to notice many more things 
and to begin to assimilate these events into what she already knew about herself and not 
completely alter who she thought she was and is.  This case brought home to me how 
important it is to make sense of ones experiences, to reflect on events and bring to mind 
aspects that had not been reflected upon but held some raw experiences that once she was 
able to bring to mind dramatically changed her understanding of the traumatic event. 
 
The publishable paper is focused on the theme of Vulnerable and Undisciplined Child.  This 
particular theme was particularly poignant in the experiences expressed by the participants in 
the research study.  It brings to mind the rawness of experiences that had been taken for 
granted as being something that only exists in the past and yet here it was being re-
experienced over and over.  It is an aspect of the relationship with food that I was most 
surprised by and challenged me to think about how profound the lived experience can be in so 
many ways and which I may not have considered so important in my clinical work before. 
 
The research led me to consider the possibility more deeply than I had previously just how 
much our experiences shape what we take for granted, even food.  The interviews I conducted 
were emotional in a way I had not truly expected.  The experiences that the participants got in 
touch with were reflective of experiences that for some they had not previously considered or 
given any thought to. They had taken things for granted and struggled to keep body and soul 
together not fully appreciating that another way of experiencing life was available.  Together 
these three pieces of work have given me the opportunity to reflect on what I too had taken for 
granted and challenged me to be in touch with what was there and not what I thought was 
there. This portfolio is therefore a representation of my journey where I realised that it’s not 
what you know, it’s how you know it. 
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Abstract 
Food and the relationship that people with diabetes have with it has not specifically been 
investigated.  The research to date, mainly quantitative, has focused on the role of emotions 
and cognitions on the eating behaviours of people who have been diagnosed with an eating 
disorder or who are clinically obese.  With an increasing number of people in the UK being 
diagnosed with Type 2 diabetes and the physical and emotional problems that this can come 
with has prompted mental health services to be involved in helping this group of people to 
improve their physical and mental well-being as a means to improving their ability to self-
manage.  With little information on how the people with Type 2 diabetes experience their 
relationship to food it is difficult to understand fully the influences on this relationship.  This 
research attempted to understand the relationship that people with Type 2 diabetes have with 
food using Interpretative Phenomenological Analysis.  This study was conducted specifically 
after an intervention had been provided to help them self-manage, that is, a course in 
mindfulness.  Semi-structured interviews were conducted with 8 participants aged between 46 
and 73 years.  All had attended a course in mindfulness which was run at the diabetes clinic 
that they had attended for treatment.  The range of years since the attendance on the 
mindfulness course was 1 – 8 years and the range of years since a diagnosis of diabetes was 
5 – 23 years. 2 of the participants were male.  3 were white British, 3 were Caribbean and 2 
were British Asian.  All of them spoke fluent English and all of them were on some form of 
medication to help control their diabetes. Three main themes emerged from the data: Agony 
and Ecstasy, Vulnerable and Undisciplined Child, and What has mindfulness ever done for 
me? The analysis explores the data describing these themes through the participants’ own 
words.  An attempt to locate the findings in the broader research literature and theories to help 
understand how these experiences could be explained is discussed leading to a consideration 
of the literature around cravings, attachment theory and mindfulness interventions.  These 
findings provide an insight for Counselling Psychologists who are working with people with 
diabetes who are struggling to manage their relationship with food. 
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CHAPTER 1: Introduction 
 
“The cost of treating diabetes will continue to spiral out of control and threaten to bankrupt the 
NHS.  Now is the time for action.” (Diabetes UK, August 2015) 
 
1.1 Introduction  
Diabetes is now one of the world’s most common long-term health conditions with over 
3.5 million people in the UK diagnosed with the condition and a further one million as yet 
undiagnosed in the UK (Diabetes UK, 2017).  The main types of diabetes are type 1 (T1D) and 
type 2 (T2D).  The difference between them is important with regards to the role of food and 
diet: T1D is an auto-immune disease which means the immune system is attacking the insulin-
producing cells in the pancreas thus making those with T1D insulin dependent. Therefore, it is 
not associated with excess body weight.  T2D is characterised by the body losing its ability to 
respond to insulin, thus making them insulin resistant.  This condition is associated with being 
overweight and having an increased waist circumference.  Unlike T1D which is often 
diagnosed in childhood, T2D is usually diagnosed in those over 30 years of age and makes 
up 90% of diabetes cases (Diabetes UK, 2017).  According to Stratton et al. (2000), T2D is six 
times more likely in people of South Asian descent and three times more likely in African and 
African-Caribbean people. 
Being overweight or obese accounts for 80-85% of the risk of developing T2D.  Being 
overweight or obese is caused mainly by overeating energy-dense foods with little nutritional 
value and physical inactivity (WHO, 2018).  WHO estimates that 39% of adults globally are 
overweight and 13% are obese. There is also a link between obesity and eating disorders due 
to a decrease in the ability to be aware of internal bodily cues (Kaplan & Kaplan, 1957). The 
prevalence of eating disorders especially Binge Eating Disorder (BED) and obesity-related 
eating behaviours amongst those with diabetes has been reported to be in the region of 25% 
(Celik et al., 2015; Nicolau et al., 2015) and is related to increasing difficulties of losing weight 
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and thus further complications (Ercan & Kiziltan, 2013; Gagnon, Aimé, Bélanger & Markowitz, 
2012; García-Mayor & García-Soidán, 2017). Obesity is also associated with cognitive decline 
(Koekkoek, 2015) and linked to depression and anxiety which are two to three times more 
prevalent in people with diabetes (PWD). It is also linked to a poor relationship with food and 
executive function (Black et al., 2018; NICE, 2009).  Other factors for being overweight are the 
socioeconomic inequalities of living and working conditions, such as education, housing, 
unemployment, political economy, and the effect of this on the food production, environment 
and insecurity (Bann, Johnson, Li, Kuh & Hardy, 2018; Zukiewicz-Sobczak et al., 2014). 
However, T2D is seen as being due to mainly modifiable risk factors at an individual level, such 
as being overweight or obese, and eating unhealthily.  These risk factors alone have produced 
estimates of almost 12 million people in UK as being at risk of developing T2D. 
Unlike many other long-term conditions, diabetes is a condition that has to be self-
managed.  The self-management tasks that need to be performed on a regular basis include  
monitoring blood glucose levels,  taking medications properly, engaging in physical activity, 
eating healthy foods, foot examinations, and other activities that aim at reducing diabetes 
complications. An inability to maintain good self-care puts PWD at risk of developing further 
complications such as damage to eyes leading to blindness (diabetic retinopathy), damage to 
kidneys (nephropathy) leading to renal failure, and damage to nerves (neuropathy), plus 
cardiovascular diseases (macrovascular complications), and sexual dysfunction (de Groot, 
Anderson, Freedland, Clouse & Lustman, 2001; Fowler, 2008).  
This chapter will first consider the relevant existing literature that helps to bring some 
understanding to the lived experience of people with diabetes and, given the importance of 
food in self-management of the condition, I will focus on their relationship to food.  This will be 
achieved by looking at the extent and nature of the difficulties of living with diabetes and then 
the difficulties specifically with the relationship with food.  There is a focus on the relevant 
qualitative literature and research studies in keeping with counselling psychology’s promotion 
of diversity in research methodologies.  Then, attention will be focused on what interventions 
there have been to improve self-care in PWD and their impact. This will necessitate 
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quantitative research but will be broadened out where possible with qualitative research. 
Mindfulness as a promising intervention will then be introduced with definitions and 
characterisations of the key facets of mindfulness. This will lead into an exploration of the 
theories underpinning mindfulness, an overview of its benefits and potential adverse effects, 
with a specific focus on the relevant form of mindfulness-based interventions (MBI) for this 
study. This is mainly mindfulness-based stress reduction (MBSR) programmes and 
mindfulness-based cognitive therapy (MBCT) which is the particular form of training that the 
participants of this study undertook.  I will outline the key processes and their relationship to 
eating behaviours that may explain the effects of mindfulness.  Finally, I will summarise the 
rationale for the central research question of this current study, which seeks to offer insight on 
the impact of MBCT to ascertain what the relationship with food is since the intervention and 
whether any difficulties remain.  The aim of the research is to produce suggestions for the 
future design of interventions designed to help people with diabetes overcome this particular 
barrier to self-management. 
 
1.2 The nature of the lived experiences of diabetes 
There is concern about the increasing number of people developing or being at risk of 
developing diabetes. Of those with T2D, there is concern that despite advancements in 
managing diabetes through medication and ease of self-monitoring blood glucose levels 
(HbA1c), many people struggle to carry out the necessary tasks for effective self-management 
(Skovland & Peyrot, 2005). On first receiving a diagnosis of diabetes, 50% already have further 
complications (Diabetes UK, 2012).  Inevitably, there will be an exceptional strain on the NHS 
and unnecessary suffering for these patients, making diabetes a key health concern (NHS 
England, 2015).   
There has been an emphasis on what PWD should eat and do and less on the how and 
why of eating.  This study addresses these issues by examining the attitude towards everyday 
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problems with food since completing a course in mindfulness.  This will be achieved by paying 
attention to the participants’ subjective experiences, whilst also considering the impact of the 
mindfulness training that they received on their relationship with food.  I will examine the 
literature on the lived experience of diabetes to highlight some of the experiences that may be 
problematic.  
 
1.2.1 The lived experiences of diabetes and food 
A number of qualitative studies have been able to provide some insight into the experience 
of living with diabetes.  The themes of self-blame and shame were consistent throughout these 
studies (Beverly et al., 2012; Kato et al., 2016; Kneck, Fagerberg, Eriksson & Lundman, 2014; 
Rayman & Ellison, 2004).  Using longitudinal qualitative descriptive design over a three-year 
period since diagnosis, it was found that there was a gradual decline in the ability to manage 
the complexities of diabetes self-care and finding it a constant battle (Kneck et al., 2014).  
Grounded theory helped to identify social stigma as having a role in this decline, as shame 
and internalised stigma took its toll as some struggled to adjust to the new regimens (Kato et 
al., 2016).  Issues around the cause of diabetes and the responsibility for controlling the 
condition will differ according to personal interpretations (Parry, Peel, Douglas & Lawton, 2006) 
which will in turn determine their responses to the condition.  Using discourse analysis, Parry 
et al. (2006) found that the strategies used in these circumstances included disconnecting from 
social networks, or denying having the condition.  This is partly explained through grounded 
theory, as the inability to enter into the ‘sick role’ denied them the obligation to follow medical 
interventions and thus restore their health (Kato et al., 2016) even though many PWD saw 
themselves as ill (Koch, Kralik & Sonnack, 1999). 
 
Food holds meaning in terms of self-identity, like sexuality, eating versus denial, guilty 
versus pleasure, and issues of self-control (Ogden, Liakopoulou, Antilliou & Gough, 2009). 
However, there is a paucity of qualitative literature on the specific lived experiences of food in 
PWD despite the fact that nearly all studies on diabetes mention eating behaviour as being of 
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the utmost importance in managing the condition.  The available studies say that one of the 
main difficulties that PWD faced was in making adjustments to their eating behaviours.  The 
difficulties that were experienced as they struggled to make these adjustments went through 
a number of stages.  The first one was in adopting a diet that was in stark contrast to their 
previous diet and lifestyle (Castro-Sánchez & Ávila-Ortíz, 2013; Davis, Pope, Mason, 
Magwood & Jenkins, 2011; Lawton et al., 2008; Savoca & Miller, 2001).  There were reported 
difficulties around social and cultural appropriateness of eating certain foods and PWD not 
wanting to offend people in their community or create alienation by not eating foods from their 
cultural heritage (Lawton et al., 2008).  Although there was a tendency to start off by being 
strict with their new diets, not enjoying their food as much eventually led to non-compliance.  
Not being able to have the food they enjoyed and being unprepared for the changes in diet 
was a fundamental issue for some of these participants.  This effect was heightened by the 
individual’s personal history of eating patterns and social support issues along with repeated 
unsuccessful efforts to lose weight and emotional eating, which were all major themes.  
Qualitative research has its limitations, not least due to purposive and specific sampling.  
Therefore, the results only reflect the experiences of the participants studied. However, care 
should also be taken in noting other aspects of the process.  For example, in the 
phenomenological-hermeneutic study from Kneck et al. (2012), the interviewer was also the 
person who had diagnosed them prior to the semi-structured interview.  This has the effect of 
placing the interviewer in a position of power and authority, and although this was argued to 
have been able to put the participant at ease, it could also mean that the researcher could not 
‘bracket off’ pre-conceptions. This therefore introduces an expert-patient dynamic into the co-
construction of data, potentially inhibiting a full exploration of the topic in hand.  This was not 
discussed in the limitations.  The heterogeneity of the methods outlined, such as trajectory 
phasing, discourse analysis, thematic analysis, grounded theory, inductive interpretive 
approaches, and stance analysis, is beyond the scope of this chapter to compare but each has 
its strengths and weaknesses.  For example, the use of thematic analysis lacks an 
interpretative lens which would have enabled the data to be situated in the wider contexts of 
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society, culture and theory (Willig, 2012). Grounded theory starts with inductive strategies for 
collecting and analysing qualitative data to enable the development of middle-range theories 
(Charmaz, 2008) but loses the individual participants voice by looking for the concepts behind 
what was actually said though maintaining the context (e.g. Kato et al., 2016).  This, and 
inductive interpretive approaches, would be a starting point for further investigations but none 
were reported.  Therefore, there are no known interventions as a follow-up to these findings 
which would have allowed for an examination of the lived experience of shame, stigma or self-
blame following treatment.  However, what these studies do indicate, that may be missed in 
quantitative studies, is that in a variety of contexts a number of PWD in these studies 
experience shared difficulties such as shame, self-blame and a growing inability to know how 
to deal with their bodies. 
 
1.2.1.1 Eating disorders 
 There are a number of studies reporting on the level of eating disorders within PWD.  
A recent literature review on the prevalence of eating disorders (García-Mayor & García-
Soidán, 2017) found the range was 12.2% to 40% with binge eating disorder (BED) being the 
most prevalent with 5% to 25.6% prevalence rates. However, it should be noted that there was 
an estimate of subclinical forms of BED being 20%.  The identified non-pathological eating 
behaviours in PWD are restrained, external (in response to sights and smells of food) and 
emotional (Tak et al., 2015).  Other identified behaviours such as grazing are not well defined 
(Carter & Jansen, 2012) but are associated with poorer treatment outcomes (Heriseanu, Hay, 
Corbit & Touyz, 2017).  
Park, Quinn, Park and Martyn-Nemeth (2018) looked at the role of coping strategies as a 
mediator of particular types of eating behaviour in T2D when feelings of stress occur.  When 
diabetes-related stress was experienced as measured by the Diabetes Distress Scale (DDS; 
Polonsky et al., 2005) the study found that emotion-oriented coping strategies (strategies 
	 22	
aimed at regulating emotions) partially mediated the self-report of stress and external, 
emotional and restrained eating behaviours. However, one of the issues with this study is that 
the eating behaviour questionnaire used (Dutch Eating Behaviour Questionnaire; van Strien, 
Frijters, Bergers & Defares, 1986) measured restrained eating using items referring to weight 
control behaviours (e.g. ‘Eat less than usual when gained weight’ and ‘Reject food or drinks 
because worry about weight’) which was not the focus of the study.  Also, one would expect a 
degree of restrained eating as part of the diabetes lived experience and so items like ‘Eat less 
deliberately’ would be deemed an essential part of managing diabetes (Gonzalez, Fisher & 
Polonsky, 2011).  There is also an issue with the DDS, as only one item refers to food and 
eating behaviour, namely, “Feeling that I am not sticking closely enough to a good meal plan”. 
The restrained eating behaviour is reported to come from an elevated score on the DDS as an 
emotion-oriented coping strategy and yet it could be argued that this is partly based on 
expected eating behaviours due to managing the condition.  However, restrained eating 
behaviours combined with a tendency to use emotion-oriented coping strategies may lead to 
binge eating behaviours (Chao et al., 2017). 
Taken together, these studies have led to a reconsideration of what should be targeted in 
PWD.  A recent review of the literature (Seib et al., 2018) on lifestyle interventions for PWD 
(exercise, diet, diabetes education or a combination) suggested that there was no single 
approach that came out as having greater value in terms of changes in various measures such 
as diet, exercise and glycaemic control. This indicated that interventions should therefore 
target multiple behaviours and emphasise health literacy, self-efficacy and problem-solving 
skills.  Combined with deficits for PWD in body awareness, such as hypoglycaemic (low blood 
sugar levels), unawareness (Martin-Timón & del Cañizo-Gómez, 2015) and reduced 
perception of the bodily signals prevalent in eating disorders (Eshkevari, Rieger, Longo, 
Haggard & Treasure, 2011; Pollato et al., 2008) this presents particular challenges for PWD in 
meeting their blood glucose goals. 
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1.3 Interventions for managing the relationship with food in diabetes   
Cognitive Behaviour Therapy (CBT) was the most researched intervention for helping 
PWD manage their HbA1c levels (blood sugar levels) and was based on the assertion that the 
main barriers to coping with diabetes were cognitive and behavioural in nature.  This led to the 
use of CBT as it is recommended for challenging dysfunctional thinking styles, beliefs and 
negative behaviours.  It was assumed that by challenging and questioning these thoughts and 
behaviours it would be possible to replace them with cognitions that are more helpful and 
adaptive and therefore lead to improved self-care and subsequent lowering of HbA1c levels. 
The evidence for the effectiveness of CBT in improving HbA1c has been shown in a 
number of studies (Uchendu & Blake, 2017) but the picture is mixed.  A review of 12 
randomised controlled trials (RCTs) on the use of CBT with PWD found that there was 
evidence of CBT affecting short to medium term (four-eight months) reductions in HbA1c levels 
but were not maintained long term (up to 12 months).  There was also a significant 
improvement in depression but this too dropped off over time.  Where it did improve depression 
scores, there was no improvement in diabetes-related distress over time (Uchendu & Blake, 
2017).  Similar findings were found in other studies (Lustman, Griffith, Freedland, Kissel & 
Clouse, 1998; Hermanns et al., 2015; Safren et al., 2014) and where there were positive 
results, it was difficult to isolate the mechanisms of change.  Lustman et al. (1998) found CBT 
to be effective in treating major depression but not HbA1c levels until six months later.  The 
results of this RCT were not conclusive and the extra 10 hours of contact with a psychologist 
who ran the CBT group was not controlled for.  Safren et al. (2014) tailored their CBT course 
for T2D and both the intervention group and control group had adherence counselling and set 
individualised diabetes self-management goals with a dietician and nurse.  The CBT group 
had the addition of nine to 12 sessions of CBT which included two sessions of relaxation.  
There was evidence of improvement in self-management and glycaemic control for the 
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intervention group and although there was an improvement in depression, there was no 
between-group differences.  Again, it is difficult to ascertain whether it was CBT or the 
relaxation or the extra nine to twelve face-to-face contact sessions over four months that could 
account for the improvements.  Integrating diabetes into individuals’ lives by reducing diabetes-
related distress, establishing better coping skills and identifying and managing stress in 
general was the target of a customised CBT programme for PWD called Diabetes Motivation 
Strengthening (Hermanns et al., 2015).  The results showed a significant reduction in 
symptoms of depression but no positive effect on self-reported self-care behaviours.  There 
was a significant improvement in glycaemic control in both the intervention and control group, 
but both groups had received diabetes education so the mediating pathways to improved 
glycaemic control is unclear. 
These mixed results are due partly to the heterogeneity of studies and use of different 
measurement tools and a lack of suitable controls.  It also highlights other limitations:  Firstly, 
there is the acknowledged difficulties in CBT of affecting behaviour change, especially health 
behaviours (Michie, 2005), as there is a tendency to return to habitual responses due to 
difficulties incorporating new behaviours in daily life.  This could be due to CBT being too short 
an intervention, not being tailored to the specific needs of PWD, or due to barriers such as low 
self-esteem and feeling defeated.  Secondly, there is a high drop-out rate in CBT with PWD 
(Cuijpers, van Straten, Andersson & van Oppen, 2008), again possibly related to low self-
esteem and lack of motivation. These studies add to the evidence of only a weak association 
between depression and self-care activities in PWD (Gonzalez et al., 2008; Markowitz, 
Gonzalez, Wilkinson & Safren, 2011; Winkley, Landau, Eisler & Ismail, 2006) and a continuing 
difficulty with maintaining good blood glucose levels in the long term.  The positivist nature of 
these studies means that the experiences of various distresses are quantified using various 
measures of depression (e.g. PHQ9, BDI) or diabetes distress (i.e. PAID, DDS) which had the 
effect of narrowing the experience of self-managing diabetes thus not allowing for an insight 
into the subjective experiences. RCTs quantify in order to control and manipulate certain 
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variables and imply causality. However, such studies are often criticised because 
psychological treatments are only a small part of what constitutes psychological change.  To 
assume that any effects seen in a client is attributable to being caused by the treatment goes 
against the concept of the client being the agent of change (Bohart, 2000). This is not 
representative of clinical practice and not suited for answering questions related to why 
therapies work in some situations but not in others and with some people and not others (Carey 
& Stiles, 2016; Hans & Hiller, 2013).  To account for the heterogeneity of the reported 
experiences of PWD already noted, RCTs would need to be very large to reach statistical 
significance, otherwise the study will end up with central tendencies which may not be 
representative of any one individual (Williams, 2010).  There is also the issue that quantifying 
experiences does not take into account the specific context of the symptoms. 
The quantifying of the experiences such as depression is usually by self-report 
questionnaires rather than clinical interviews and exemplifies the importance of context.  For 
example, Fisher et al. (2007) found that 70% of PWD with elevated scores on self-report 
measures of depression did not meet the criteria for major depressive disorder when a 
structured clinical interview was used instead.  Therefore, interventions risk being 
disconnected from what is causing the distress, such as a tendency to disengage from healthy 
eating behaviours when feeling distressed, not functioning in community or life roles as 
expected, or self-blame and internalised stigma. This highlighted the possibility that 
interventions originally developed for major depressive disorders are limited in their ability to 
alleviate the various distresses of living with diabetes (Aghili et al., 2016; Tovote et al., 2014; 
Gonzalez, Fisher & Polonsky, 2011).   
In terms of targeting the disordered eating patterns in PWD, much of the observations have 
not translated into interventions specifically targeting these behaviours in PWD, apart from one 
MBI which will be discussed in the section on MBIs for PWD.  This may be due to metabolic 
dysregulation seen in PWD making it hard to tailor eating disorder treatment to this population, 
	 26	
or the recognition that it is not an isolated problem and is complicated by other difficulties such 
as depression, age, chronic co-morbidities and insulin treatment (Celik et al., 2014; Gonzalez-
Cantú et al., 2017; Webb, Applegate & Grant, 2011).  For example, there is evidence that binge 
eating in T2D is a risk factor for a poor response to weight loss programmes where dietary 
restraint (e.g. 1200-1800 calories per day) may increase the incidence of binge eating due to 
feelings of deprivation (Chao et al., 2017).  In this case, the binge eating treatment had not 
been tailored for PWD. 
 Often the goal of interventions in PWD is to lose weight, but historically this has been 
shown to be difficult to maintain over time (Chao et al., 2017; Wing, Epstein, Nowalk, Koeske 
& Hagg, 1985).  This could be because those with diabetes tend to be older and possibly not 
in as good health compared to the non-diabetes population studies. However, there is 
evidence from the qualitative data, as has already been discussed, that PWD are prone to 
feelings of stress, failure and defeat and low self-esteem after a continuation of a failure to lose 
weight (Lyons, 1998; Rubin & Peyrot, 2001). This in turn can have the effect of engaging in 
particular eating behaviours such as over-eating especially as this is related to stress 
(Heatherton & Baumeister, 1991; Park et al., 2018; Tak et al., 2015).   
1.4 Summary  
 The examples discussed above show that food is an essential part of family life, social 
life and wider environment with all their influences and is related to emotions, culture and 
politics (Knutsen et al., 2017).  It is clear that eating patterns and relationships with food are 
both causative and maintaining factors in T2D. Attempts to modify eating patterns are often 
challenged by prior eating patterns, which are in turn influenced by a number of factors 
including self-efficacy, social support and time management (Savoca & Miller, 2001). A life-
long history of particular eating patterns, for example eating when under emotional stress, did 
not always change on diagnosis and different eating behaviours hold different meanings to 
each person (Karkkainen, Raevuori, Kapiro & Keski-Rahkonen, 2018).    Therefore, there are 
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a number of issues raised in the literature of the difficulties targeting particular behaviours or 
problems as they are not necessarily common to all PWD. Some behaviours may be more 
problematic than others and not as well understood, or differ from those often targeted, for 
example in clinical settings like BED (e.g. Fairburn, 2008). These studies encapsulate a 
complex interplay of biological, behavioural, emotional, cognitive and social factors.  There is 
a need for a broader range of effective treatments for eating disorders and an understanding 
of the personal and subjective experiences (Linardon, Fairburn, Fitzsimmons-Craft, Wilfley & 
Brennan, 2017; Wonderlich et al., 2014).  Otherwise, there is a risk of targeting eating 
behaviours that are not related to PWD or are deemed as central tendencies.    Capturing any 
idea of distress needs to correlate much more fully with the experience of living with and 
managing diabetes to prevent PWD from giving up on changing behaviours (Dennick, Sturt & 
Speight, 2017; Rubin & Peyrot, 2001).  It is important to avoid making assumptions about the 
eating behaviours of PWD and there is a need to not only report on the observed struggle for 
PWD but to have a clearer understanding of the context in which they occur.  Therefore, it 
would seem that rather than focusing on a narrowly-defined mental health issue or clinically-
diagnosable eating disorders, a critical element of treatment aimed at PWD, especially type 2 
diabetes, would be the modification of a lifetime habit of eating patterns and a specific 
relationship with food. These are rooted in personal histories and may therefore help us to 
understand why it is so difficult to change (Yannakoulia, 2006). 
 
The rate of obesity or being overweight is put at 90% in PWD (Gatineau et al., 2014). 
Obesity is related to losing an ability to differentiate internal sensations (Kaplan & Kaplan, 
1957). Therefore, enhancing the awareness of the body has been seen as the key change 
mechanism in a number of ‘third wave’ therapeutic approaches, especially mindfulness-based 
interventions (MBI). Here, the development of body awareness is an inseparable aspect of 
having an embodied self-awareness which is realised in one’s interaction with the environment 
and the world (Mehling et al., 2011).    The next section covers some of the key aspects of 
mindfulness. 
	 28	
 
1.5 Mindfulness 
Mindfulness has been the topic of numerous research studies in the last two decades. 
Mindfulness incorporates Buddhist psychology, philosophical and psychological traditions 
which brings in all of our available senses to better understand what we are responding to and 
what is going on in the here and now.  For example, Kabat-Zinn (1982) demonstrated with his 
chronic pain patients that although the physicians had done all they could for the body, he was 
able to bring together the mind and the body to affect a change in their experiences of pain. 
Mindfulness training has emerged in the past few years as a means of helping people with 
chronic health conditions. Clinical effectiveness studies in physical health include cancer 
(Cramer, Lauche, Paul & Dobos, 2012; Smith, Richardson, Hoffman & Pilkington, 2005; 
Baniasadi, Lotfi kashani & Jamshidifar, 2014; Shennan, Payne & Fenlon, 2011), disturbed 
eating (Lavender, Gratz & Tull, 2011), obesity (Caldwell, Baime & Wolever, 2012; Sperry et 
al., 2014), fibromyalgia (Lauche, Cramer, Dobos, Langhorst & Schmidt, 2013), chronic pain 
(Song, Lu, Chen, Geng & Wang, 2014), cardiovascular disease (Abbott et al., 2014; Griffiths, 
Camic & Hutton, 2009), respiratory disease (Malpass, Kessler, Sharp & Shaw, 2015) and in 
chronic medical health generally (Bohlmeijer, Prenger, Taal & Cuijers, 2010).    
 	
1.5.1 Background 
It is important to understand both the philosophical and psychological roots in Buddhism in 
order to understand the tradition of mindfulness practices, particularly the original MBSR and 
resultant MBCT training programmes.  There is some concern that Buddhist constructs of 
mindfulness cannot be transferred in a standalone fashion to Western psychology, as 
mindfulness loses meaning and arguably efficacy without an understanding of the context from 
which it came (Kudesia & Nyima, 2015). Teasdale and Chaskalson (2011) argue that this is 
important because by learning how Buddha understood the patterns of the mind that keep us 
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suffering, we come to understand which of these are standing in our way of a more satisfying 
life. 
 It is beyond the scope of this thesis to fully present the various Buddhist views and 
metatheoretical assumptions underlying mindfulness practices in Buddhism but it is hoped that 
some context will show mindfulness as one part of a much bigger worldview and set of 
practices (Kudesia & Nyima, 2014; Analayo, 2019).   
Despite criticisms from some quarters that mindfulness was never supposed to be used 
to overcome problems such as overeating (Harrington & Dunne, 2015), Analayo (2018) argues 
that Buddhist mindfulness has always included teachings on weight loss.  A Buddhist 
conceptualisation of mindfulness combines awareness, attention and remembering (Hart, 
Ivtzan & Hart, 2013).  Awareness is when we use all senses and treat the mind as another 
sense. Attention is the taking notice of stimuli.  Buddhism teaches that one needs to be able 
to learn to recognise that desire and the urge for gratification is an impermanent state of being 
and is to be experienced as such.  The ability to be aware of internal cues and bring a flexible 
attention capable of shifting to the physical sensations, emotions and perceptual or cognitive 
processes; and to distinguish between thinking about these sensations and experiencing them 
directly, is the origin of the conscious experience (Khoury et al., 2017).  This means that relying 
only on conceptual awareness is limiting in respect to how one can relate to oneself, others 
and the world (Farb et al., 2015), because the (pre)conceptions we hold about ourselves, 
others and the world thus interfere with the present moment experience.  Being in the moment 
requires a non-evaluative attention to interoceptive sensations, which means embodying the 
unpleasant experience without trying to get rid of it or to disengage from dysfunctional cognitive 
patterns (Khoury et al., 2017; Siegel, 2007).   
For example, bringing to mind the disadvantages of overeating (i.e. discomfort) would allow 
the individual to avoid creating new experiences of old feelings of discomfort from overeating. 
In the absence of bringing these disadvantages to mind and not avoiding them, the cycle of 
gratification will continue to be habitual. The cravings continue in the absence of bringing the 
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disadvantages or uncomfortable consequences to mind when experiencing the urge to gratify 
cravings (Analayo, 2016).  This suggests that what is needed is learning to respond to a habit 
of giving into the desire to eat by bringing awareness to the consequences of over-eating and 
learning to be with the experience of craving rather than distracting oneself from it (Mason, 
Jhaveri, Cohn & Brewer, 2017). This needs to be experiential, not just conceptual, as 
Buddhism situates consciousness in both the mind and the body (Kudesia & Nyima, 2014). 
This is key to developing a new experiential view; by keeping the conceptual understanding in 
mind, we can learn to re-perceive (Shapiro, Carlson, Astin & Freedman., 2006) difficulties by 
learning to be aware of what we actually sense and being with that experience. However, it is 
difficult to let go of the various desires we are subject to as there is a personal attachment or 
identification to an enduring self through these desires. For example, with PWD we have seen 
that emotional eating is an issue which could be conceptualised as being due to identifying 
with seeing oneself as a failure or as lacking self-esteem.  Therefore, a desire to take these 
negative feelings away by eating is due to an enduring sense of self as this person who is a 
failure and so on.  What this means is that one must let go of the attachment to desire (to 
overeat) and not take any experience as personal (i.e. not maintaining a negative view of self 
as a failure as a permanent state).  As a result, we can achieve an end to suffering by ceasing 
to crave our desires.  It is the training programme of mindfulness that enables this. 
The importance of having this framework for the teaching of the MBSR or MBCT 
programmes to PWD is to ensure they do not become just the “enfeebled” teaching of 
techniques (Teasdale, Segal & Williams, 2003, p. 157).  The techniques themselves will offer 
the development of the ability to concentrate and may result in relaxation and other self-help 
techniques but without an understanding of the nature of the suffering (Purser & Milillo, 2014).    
Without this, it will not be possible for the teachers to help participants “to focus the application 
of mindfulness… to transform the processes that create and sustain suffering” (Teasdale & 
Chaskalson, 2011, p. 100).  According to the psychosomatic theory of obesity, obese people 
eat more because they cannot distinguish between various physiological internal states and 
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thus confuse stress with hunger (Kaplan & Kaplan, 1957).  There is evidence of sub-clinical 
disordered eating patterns that may occur when someone does not eat according to internal 
cues of hunger, fullness or satisfaction, with an estimate of one in five PWDs having binges, 
compulsive overeating or excessive food intake (Gagnon et al., 2012). Therefore, bringing 
awareness to the interoceptive experiences would be fundamental to the lived experiences of 
diabetes and self-management via food.  This will be discussed in more detail in the section 
on MBIs and diabetes below. 
 
1.5.2 Definition  
In modern secular texts, mindfulness is often operationally defined as becoming aware 
of moment-by-moment thoughts, emotions and physical sensations in a non-judgemental way 
(Kabat-Zinn, 1990) or “encouraging all of our senses to notice novelty” (Langer, 2014, p. 45).  
According to Hanley, Abell, Osborn, Roehrig and Canto (2016), mindfulness is a state of 
consciousness where phenomena are experienced as clear of biases and preconceptions.  
Kabat-Zinn (1990) also suggested that intention is an integral part of mindfulness, and 
combined with ‘attention’ and ‘attitude’ provides us with the cornerstones of mindfulness, 
leading to a shift in our relationship to our experiences (or ‘reperceiving’) meaning that rather 
than identifying or engaging with them, we stand back from them (Shapiro et al., 2006).  Living 
in the moment non-judgementally and standing back is particularly relevant for those with 
diabetes, who often need to make decisions in the absence of any symptoms of ill health, but 
with difficult and habitual relationships with food. 
These definitions therefore position mindfulness as both state and trait. The state of 
being mindful is often achieved via the application of non-judgmental self-awareness 
meditation.  The definition of meditation is often confined to the physiological changes (e.g. a 
state of relaxation) achieved by meditation rather than an operational definition. Confusion is 
likely if there is a failure to distinguish between the various techniques, the states produced 
and the mechanisms underlying the experiences of the individuals (Awasthi, 2013; Rao, 2011). 
Traditional definitions of meditation distinguish between focused-attention training (Dharana) 
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and the meditative state which encloses the feeling of love at its highest level (Dhyana) 
(Karambelkar, 2006).  A useful definition capturing both the Western and Buddhist 
conceptualisations of meditation is: “…a family of self-regulation practices that focus on 
training attention and awareness in order to bring mental processes under greater voluntary 
control and thereby foster general mental well-being and development and/or specific 
capacities such as calm, clarity, and concentration” (Walsh & Shapiro, 2006, p. 229). 
There is also some confusion about the difference between meditation and 
mindfulness. Meditation is often seen as mindfulness, or the concepts are used 
interchangeably (Bishop et al., 2004; Brown, Ryan & Creswell, 2007; Kabat-Zinn, 2009).  This 
raises an important issue in the research literature as to whether the construct of mindfulness 
can be understood above and beyond the actual method of mindfulness training.  Therefore, 
the question of whether mindfulness is conceptualised as a trait (the disposition of being 
mindful in daily life)  or a state (when attention to the here and now experience is intentionally 
cultivated) is important when examining the literature as this determines what is being 
measured when it comes to the efficacy of particular studies (Chiesa, 2013).  
1.5.3 Theories and characteristics 
The introduction of mindfulness to help achieve a change in health behaviours and self-
management signalled a move away from beliefs and towards knowing.  Belief, as a social 
cognitive structure in health belief models, refers to expectation of threat to health at some 
point in the future rather than the direct experience of that threat (or its absence, especially in 
PWD who do not have any complications).  The bringing of awareness to one’s experience in 
the here and now seeks to provide the participant with a means by which to balance the idea 
of striving towards specific goals with that of believing that changes may occur from practising 
mindfulness (Segal, Williams & Teasdale, 2002). 
While previous theories of different interventions, such as CBT, have focused on the 
content of consciousness, mindfulness is seen as a quality of consciousness that is inherently 
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human rather than unnatural. It is the context in which it is expressed that is of utmost 
importance (Brown et al., 2007).  Conscious awareness is our most direct and immediate 
access to reality, using all of the senses and treating the mind as another sense. Attention is 
taking notice of stimuli. In a typical human experience, there is a cognitive and emotional 
reaction to these stimuli which are discriminatory (e.g. good or bad) and determine how they 
are perceived in relation to the self.  This appraisal is conditioned by past experiences and 
memories and determines whether stimuli are easily assimilated or whether further cognitive 
effort is required to assimilate them into existing cognitive schemas (Brown et al., 2007).  The 
mindful mode of processing utilises the ability to bring attention to stimuli and maintain an 
openness to what is there, bringing ‘bare awareness’ to the facts without filtering them with 
prior beliefs and self-interpretations.  If thoughts and feelings arise, they too should be 
observed in the same way, which is thought to allow for a more flexible and objective response 
both psychologically and behaviorally (Brown et al., 2007). 
However, information processing is affected by a depressed mood (Teasdale, 1988; 
Sheppard & Teasdale, 1996) increasing the potential for both the current present-moment 
events and the material accessed from memory to be interpreted as “highly aversive and 
uncontrollable” (Teasdale, 1988, p. 253).  Dreyfus (2011) suggested that the enhanced 
cognitive abilities developed through mindfulness and focused attention allows the individual 
to bring to mind all the various aspects of experiences, so as to enable a much clearer 
comprehension of the nature of mental and bodily states. By bringing to mind the knowledge 
that this is not a permanent state of thinking or view of self, that it will pass, this metacognitive 
awareness helps the participant to shift from evaluating their thoughts as dangerous to seeing 
them as passing sensations (Wells, 1990).   
This shift of perspective helps achieve the meta-mechanics of reperceiving (Shapiro, 
et al., 2006) where the fundamental components of mindfulness are intention, attention and 
attitude where intention involves the why of practising, attention is focus and attitude is the 
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quality one brings to attention. Reperceiving overarches four additional mechanisms: self-
regulation; values clarification; cognitive, emotional and behavioural flexibility; and exposure. 
Through reperceiving, one learns to stand back and begin to shift from seeing ‘self as content’ 
(self as object in consciousness) to ‘self as context’ (consciousness itself).  The four additional 
mechanisms may come about as a result of reperceiving and lead to positive outcomes of 
mindfulness practice by way of a feedback loop: intention – attention – connection – regulation 
– order – health. 
These processes are seen as qualities of awareness, meta-cognitive skills, self-
regulatory capacities and acceptance skills, therefore positioning mindfulness as a cognitive 
model where a mindful state is being maintained by executive functions and attentional 
processes (Holas & Jankowski, 2013).  The positive effects of mindfulness training are seen 
to be mediated by decentring (‘reperceiving’ in Shapiro et al.,2006 terms), decreasing one’s 
self-focus of attention and by developing a more self-compassionate stance. This meta-
awareness is related to meta-cognitive processes that enable an open monitoring of the object 
of one’s focus and the cognitive process itself.  In a meta-awareness state of mindfulness, 
there is a decentring rather than an attempt to control the experience which allows for a ‘letting 
go into’ the present moment rather than a ‘letting go’ of the thought processes.  This means 
that attention is freed from attempts to control and is available to be with the present moment 
experience.  The prevention of an automatic response to experiences allows for a process of 
frequent updating of experience and cognitive processes which facilitate a re-representing of 
the experience in working memory. According to this model, the most important mechanisms 
mediating the positive effects of mindfulness are: 1) changes in perception of the nature of 
internal experiences (decentring or reperceiving); 2) a reduction in self-focused attention (a 
decrease in the negative influence of ego-related processes on self-regulation); and 3) an 
attitude of self-compassion (Holas & Jankowski, 2013, p. 240). 
	 35	
1.6 Evidence base for mindfulness with PWD 
 In this section, the evidence of particular traits of mindfulness that may be associated 
with self-care behaviours in PWD are considered.  Then how MBIs are helping PWD to develop 
particular traits and the effect this has on their self-care behaviours as measured by blood 
glucose levels and eating behaviours will be examined. 
 
1.6.1 Self-report measures 
 Mechanisms of mindfulness are inherently human qualities, and a number of self-report 
questionnaires are available to measure either the trait (or dispositional) mindfulness in 
individuals or state mindfulness which is the cultivated and deliberately practised mindfulness 
skills.  By measuring trait mindfulness, it is possible to study if this ability to be mindful is a 
useful trait to have in relation to managing particular difficulties such as diabetes.  If this is the 
case, learning to be more mindful by cultivating a mindful practice would help to alleviate 
distress.  The diverse needs of managing diabetes could then be met by having a mindful 
attitude. 
There are a number of self-report measures such as the Kentucky Inventory of 
Mindfulness Skills (KIMS) (Baer, Smith & Allen, 2004) and Freiburg Mindfulness Inventory 
(FMI) (Buchheld, Grossman & Walach, 2001).  However, the most widely-used measures in 
evidence-based studies are the Mindful Attention Awareness Scale (MAAS; Brown & Ryan, 
2003; Carlson & Brown, 2005) and the Five Facet Mindfulness Questionnaire (FFMQ; Baer, 
Smith, Hopkins, Krietemeyer & Toney, 2006).  The MAAS is a 15-item questionnaire used to 
measure trait mindfulness and uses reverse scoring of mindfulness statements like ‘I find 
myself doing things without paying attention’ and a Likert scale of degree of agreement or not.  
The FFMQ, developed by Baer et al., (2006) examined the facet structure of the mindfulness 
construct and recognised the need to separate the facets of mindfulness and measure them 
separately being aware that mindfulness is not simply one thing otherwise there is a risk of 
obscuring the relationships with other variables.  This questionnaire allows for an exploration 
of the various facets of mindfulness, namely observing, describing, acting with awareness, 
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non-judgement of inner experience, and non-reactivity to inner experience in relation to other 
variables of well-being under study.  By having these separate facets, it may be possible to 
understand the nature of the construct of mindfulness.   
Observational cross-sectional studies using evidence from self-report measures (using 
MAAS) on dispositional mindfulness in PWD has been associated with better glucose 
regulation (Loucks et al., 2016) eating more fruit and vegetables (Fanning, Osborn, Lagotte & 
Mayberry, 2018) and negatively correlated with uncontrolled eating behaviour (Jordan, Wang, 
Donatoni & Meier, 2014).  However, Annameier et al., (2018) found that if recent uncontrolled 
eating is reported by participants, then more eating will occur when they are hungry rather than 
less regardless of dispositional mindfulness.  However, MAAS focuses more on attention in 
the present moment rather than non-reactivity which is possibly more relevant to inhibition in 
eating behaviours. It is also measuring the absence of a mindfulness trait by the wording of 
the questions. Grossman (2011) suggested that the MAAS did nothing more than measure 
“how poorly one thinks they pay attention in everyday life” (p. 1037). He felt that the MAAS did 
not represent the Buddhist concept of mindfulness and that the questions are answered in a 
state of ordinary awareness and not when they are performing a deliberate practice of 
mindfulness.  In some cases, questionnaires on mindfulness may not be measuring the same 
concept as a more directly worded item is measuring or they can cause confusion if not 
carefully worded (Baer, 2011).   
Caluyong et al. (2015) used the FFMQ to measure dispositional mindfulness in non-
meditators, but found that these facets did not correlate with diabetes self-care, and the facet 
of observing was related to a poorer quality of health. In a hierarchical multiple regression 
analysis, the significant predictors of lower depression were ‘acting with awareness’, 
‘nonjudging of inner experiences’ and ‘nonreactivity to inner experiences’. The association of 
observing to poorer outcomes can be explained by research showing that the observing 
subscale was the only one that varied with meditation experience (Baer et al., 2008; Williams, 
Dalgleish, Karl & Kuyken, 2014) and in mindfulness training observing is taught alongside the 
skills of decentring and non-reactivity so is understood differently to non-trained individuals.  
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Van Dam, Hobkirk, Danoff-Burg & Earleywine, (2012) criticised the FFMQ for exhibiting 
different responses to positive and negative worded items and advised that rather than using 
the total score the individual scale scores should be used.  Tak et al. (2015) used the FFMQ 
sub scales rather than total score to measure dispositional mindfulness and found a number 
of facets are associated with particular eating behaviours.  They found a negative relationship 
between mindfulness and emotional eating which is explained by the facets ‘describing’ ‘acting 
with awareness’ and ‘being non-judgemental’.  Mindfulness is also negatively associated with 
external eating which is accounted for by ‘acting with awareness’ and mindfulness is also 
associated with restrained eating which is accounted for by ‘observing’ and ‘being non-reactive’ 
whilst ‘non-judgemental’ was negatively associated with restrained eating. ‘Acting with 
awareness’ is associated therefore with less impulsive behaviours due to a decrease in the 
automaticity of behaviour.  
One of the limitations of these cross-sectional studies is that although they all targeted 
eating behaviours, which is a key self-care behaviour for PWD, none of them targeted a 
heterogeneous group of PWD.  In cross-sectional designs, heterogeneity is key to assessing 
associations and predictive values of any investigation.  This limits the ability of the studies to 
infer which facets of mindfulness predict specific self-care behaviours.  However, they do 
provide some indication that certain facets of mindfulness may be important to eating 
behaviours across a range of populations and if there is a strong association then the use of 
MBIs may help to provide more compelling evidence. 
 
1.6.2 Mindfulness-based interventions 
Mindfulness-based interventions (MBIs) are training programmes designed to help an 
individual to develop key mindfulness skills as outlined in the definition section. The key 
essential ingredients include being informed by theories and practices, being underpinned by 
an understanding of human distress and how to relieve this.  The programme should also help 
an individual to develop a new relationship with their experience with such key skills of present-
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moment focus, decentring, and moving towards the experience rather than away from it.  The 
training programmes should support the development of self-regulation of attention, emotions 
and behaviours and should encourage home practice (Crane et al., 2017). The key MBIs used 
in clinical research with PWD that are of interest to this current study are briefly introduced 
here. 
 
Mindfulness-based stress reduction. Mindfulness-based stress reduction (MBSR) appeared in 
the literature over 30 years ago (Kabat-Zinn, 1982; Kabat-Zinn, 1990). It is most clearly rooted 
in eastern philosophy and psychology and is one of the first clinical interventions based on 
these principles.  MBSR is an intensive group-based programme delivered over eight weeks. 
It focuses on uniting body and mind by bringing awareness to the way thoughts feelings and 
behaviours can affect and undermine emotional and physical health.  Meditations and yoga 
are used to help cultivate this awareness by training the mind to focus on what is happening 
internally and externally, moment-by-moment, with an attitude of interest, acceptance and non-
judgment. 
 
Mindfulness-based cognitive therapy. Mindfulness-based cognitive therapy (MBCT: Segal, 
Williams and Teasdale, 2002) is an adaptation of MBSR and is also a group-based eight-week 
programme for two hours a week. It includes a comprehensive training on the key facets of 
mindfulness which are potentially the most appropriate to PWD, namely: exposure to difficult 
thoughts and feelings; a decentred approach to these internal events; and improved self-
observation. 
 
1.6.3 Mindfulness and PWD interventions 
The literature on the lived experiences of diabetes, and in particular the lived 
experience of food, has highlighted a number of potential targets for mindfulness training such 
as blood glucose levels (HbA1c), weight loss, disordered eating, emotional, restrained and 
external eating, and reduced interoceptive awareness.  Despite the increased risk of eating 
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disorders as reported in some studies (Crow, Kendall, Praus & Thuras, 2001; Kenardy et al., 
2001; Papelbaum et al., 2005) there is some consensus that the eating style of PWD is more 
disordered than clinically defined (Gagnon et al., 2012; Tak et al., 2015).  The paucity of 
qualitative studies on mindfulness interventions with PWD has meant this section mainly 
focuses on quantitative studies with PWD. 
MBIs specifically for PWD is a nascent area of research.  The focus has been on the 
reduction of emotional dysregulation given that this is a common psychological characteristic 
of disordered eating behaviours and fits with the interoceptive awareness research.  It is 
beyond this review to discuss in detail the growing amount of evidence of body awareness, or 
more precisely, interoceptive awareness, but it helps to relate the importance of MBIs to eating 
behaviours.  In brief, interoceptive awareness is commonly referred to as the awareness of the 
physiological state of the body and the interpretative evaluations that arise (Farb et al., 2015).  
Interoceptive awareness is strongly linked to dispositional mindfulness and both are 
independently associated with improvements in psychological well-being (Hanley, Mehling & 
Garland, 2017).  Emotional dysregulation is considered a key psychological characteristic of 
eating disorders (Lavender et al., 2015) and in the general population mindfulness training has 
been shown to improve emotional regulation by cultivating a more flexible response to both 
internal and external events (Brown et al., 2007).  MBIs are indicated in the facilitation of a 
number of psychological constructs such as compassion for self, self-acceptance and flexible 
and adaptive responding to difficult emotions (Katterman , Kleinman, Hood, Nackers, & 
Corsica, 2014).  The ability to distinguish between different internal sensations such as hunger 
and anxiety is often compromised in disordered eating behaviours (Lavender et al., 2015). In 
clinical studies, it has been reported that interoceptive awareness can be improved thus 
leading to a more adaptive response to an accurate appraisal of the internal experience 
(Lattimore et al., 2017).   
Although dispositional mindfulness has been strongly linked to improved interoceptive 
awareness, the conclusions from the MBIs targeting improved glycaemic control (i.e. being 
able to be aware and assess the body’s condition and respond accordingly) has shown mixed 
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results. MBIs have been shown to increase glycaemic control and thus reduce the chances of 
having hypoglycaemic (low blood sugar) or hyperglycaemic (high blood sugar) episodes, 
leading to a reduction of the mental distress associated with diabetes management 
(Rosenzweig et al., 2007).   Rosenzweig et al. (2007) used a prospective, observational design 
with a heterogenous group of PWD.  They used a standard MBSR programme and measured 
HbA1c, weight and symptoms of depression and anxiety.  They reported that there were no 
changes in diet but saw a significant reduction in HbA1c levels at the one-month follow-up, 
and depression and anxiety reduced upon completion of training.  However, at the 12-week 
follow-up, there was no significant change on these post-intervention measures.  
Unfortunately, they did not measure facets of mindfulness before and after the intervention 
and there was no control group so it is difficult to determine the mechanisms of change.  Van 
Son, Nyklicek, Pop et al., (2014) reported an RCT of a group MBCT course compared to a 
waiting list, and a treatment as usual (TAU) group with emotional distress as the primary 
outcome.  The results showed that although perceived stress, anxiety and depressive 
symptoms reduced immediately after the course and six months later, there was no effect of 
the MBCT on diabetes-related distress or blood glucose levels. One of the limitations was that 
the baseline measures were already fairly good for HbA1c and the diabetes distress was only 
elevated in a minority of the participants, so were not typical of those who are struggling with 
managing their diabetes.  There was also the inclusion of T1D which is a different condition 
and is managed with insulin, so potentially the emotional distress may have different qualities 
and pathogenesis.  The other limitation was the lack of measurements of mindfulness so again 
determining the potential mechanisms of change are not available to confirm or disconfirm the 
associated facets of mindfulness for self-managing behaviours in PWD already discussed. 
There are a number of targets for MBIs, but the most common targets in PWD is weight 
loss and eating behaviours. In a slight move away from targeting specific eating behaviours, 
Miller and colleagues (Miller, Kristeller, Headings, Nagaraja & Miser, 2012; Miller, Kristeller, 
Headings & Nagaraja, 2014) used a modified version of a binge eating programme (Kristeller 
& Wolever, 2011) for diabetes (MB-EAT-D) which was designed to interrupt mindless eating 
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and bring awareness to physiological processes to regulate eating. Every session included 
guided meditations oriented to the experiences of eating, including thoughts and feelings.  
They also aimed to cultivate the awareness of emotional versus physical cues to eat, and 
preferences of food items.  They were encouraged to engage in formal meditation practices 
six days a week and conduct informal practices at other times. The control group received 
diabetes education and support.  Both groups lost weight but due to different mechanisms: 
The control group received education on healthy food choices therefore making changes in 
what they ate, and the MBI group lost weight due to changing the awareness of eating (the 
how and why of eating) rather than promoting change in what was eaten.  This suggests that 
MBI for PWD could be improved by including diabetes self-management education.  
Conversely, it demonstrated that at least in the short term (three months) they are both 
effective because of the heterogeneity of presenting eating behaviours.  It could be argued 
that choosing food more carefully requires both awareness and attention, so this may have 
indirectly affected eating behaviours. It is unknown if the distress was related to diet as the 
subscales of the Problem Areas In Diabetes scale (PAID) (Polonsky et al., 1995) were not 
tested separately. However, if it was related then maybe diabetes and nutrition education 
would be indicated.  If the distress was related to a deficit of inner awareness of sensations, 
then potentially MBIs would be more useful.  This has yet to be tested. 
Understanding the reason for these discrepancies may lie in the qualitative studies that 
consistently illustrate that PWD report feelings of shame, self-blame and stigma.  Perhaps the 
most important and powerful effects of MBIs on PWD has been the work on the commonly-
experienced sense of shame and stigma using compassion, by increasing self-compassion.  
Compassion is regarded as the sensitivity to suffering and a desire to alleviate it (Goetz, 
Keltner & Simon-Thomas, 2010).  Self-compassion is inwardly directed compassion and 
allowing oneself to be the object of care (Neff, 2003).  We have already noted that PWD suffer 
and give up on being able to care for themselves.  There is no apparent desire to alleviate their 
suffering other than giving into the desire to eat as a maladaptive way of regulating their 
emotions.  To have self-compassion, one has to have a mindful awareness of the experience 
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of suffering and be open to this experience without avoidance or judgement (Neff & Dahm, 
2015).  Gilbert (2009) suggested that self-compassion is related to a biological system of 
attachment which activates safety-seeking behaviour in a child by seeking proximity to care-
givers when distressed. If this behaviour is successful in reducing the distress then the child is 
likely to grow up carrying this secure internal model of attachment in order to self-soothe.  If 
attempts to seek proximity however are constantly thwarted, the child may grow up with 
insecure attachment styles, i.e. anxious or avoidant styles, and be less able to self-soothe 
(Gilbert & Proctor, 2006).  This aspect in particular makes self-compassion a broader construct 
than mindfulness, as it is possible to become mindful of a painful emotion or thought but without 
the ability to self-soothe (Neff & Dahm, 2015).  However, studies have been able to 
demonstrate an increase in self-compassion from being trained in mindfulness and this is seen 
as a key mechanism of change (Baer, 2010; Kuyken et al., 2010). Despite this, the updated 
edition of MBCT (Segal, Williams & Teasdale, 2013) suggests that self-compassion should not 
be directly discussed but should be embodied by the instructors, thus allowing for an 
experiential learning of self-compassion.  
This goes against the more recent studies which suggest that direct targeting of self-
compassion would be particularly beneficial for PWD.  Friis, Johnson, Cutfield and Consedine, 
(2016) looked at the available data related to how self-compassion may be able to promote 
better outcomes in PWD and concluded that a reduction in negative self-evaluation and 
improved motivation for self-care underpins the benefits of self-compassion. This resulted in 
an RCT of a mindful self-compassion intervention (MSC) (Neff & Germer, 2012) and found 
self-compassion buffered the negative effects of distress on HbA1c levels (Friis et al., 2016).  
This is also echoed in observational studies (Ferrari, Dal Cin & Steele, 2017; Ventura et al., 
2018) who found that higher levels of self-compassion were associated with better self-
management behaviours and HbA1c levels.  However, one limitation was the inclusion of data 
from T1D when it had been shown that the distress relating to T2D is related to shame and 
self-blame from being overweight or obese which is not a contributing factor for T1D.  This is 
also associated with social and internalised stigma in T2D. 	
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1.7 Mindfulness and new eating behaviours 
MBIs for helping PWD improve their self-management need to have an understanding 
of the processes that underlie behaviour change techniques (Michie et al., 2018).  As already 
discussed, one of the key relationships for people with T2D is that with food, it is often the 
means by which diabetes develops in those with T2D and the way in which diabetes is 
managed.  Mindfulness interventions have increasingly targeted the eating behaviours and the 
next section will address some of the key mechanisms that underlie the process of changing 
this behaviour and why for some PWD this may be difficult to do. 
 
1.7.1 Key mechanisms 
 There is a paucity of studies looking at the mechanisms of change in PWD following 
an MBI for changing eating behaviour with only two notable studies by Miller and colleagues 
(Miller et al., 2012; Miller et al., 2014).  Given the central role of eating for managing diabetes, 
this is surprising.  There are a number of observational studies showing that mindfulness is 
associated with better glycaemic control.  However, it seems that these observations have not 
been translated into interventions.  Therefore, this discussion focuses on the theorised 
mechanisms of change in general and how this has been translated as mechanisms for change 
in PWD. 
 Baer (2009) discusses the role of self-focus as a mechanism to improved psychological 
well-being.  She makes a distinction between the ruminative self-focus that can increase 
distress with the reflective, open-minded, experiential self-focus which involves an awareness 
of the present moment that is associated with adaptive outcomes (Watkins & Teasdale, 2001).  
This kind of self-focus is non-judgemental to what it becomes aware of and is non-reactive.  
Mindful observation of thoughts cultivates this ability to decentre.  In the conceptualisation of 
MBCT by Segal et al. (2002) decentring is seen as the central mechanism  in preventing 
relapse of depression. The process of desensitisation occurs when difficult emotions are faced 
without an attempt to escape from them.  Mindfulness self-observation helps to facilitate 
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behavioural self-regulation which leads to a more adaptive response than the short-term gains 
from maladaptive responses (e.g. emotional eating).   
One meta-synthesis of qualitative studies on how MBCT contributes to therapeutic 
change produced five major themes: taking control through understanding, awareness and 
acceptance; impact of the group; taking skills into everyday life; feelings towards self; and role 
of expectations (Cairns & Murray, 2013).  This suggests that how one feels about themselves 
was developed as a result of how much they could take control of their lives and bring new 
skills into everyday life but also by their expectations of what the specific MBI would do (e.g. 
‘cure’ them).  These potential mechanisms would require a skilled teacher to be able to assess 
how these aspects may impinge on the change process. 
 One study (Cebolla et al., 2018) looked specifically at the effects of mindfulness training 
on health and well-being and found that meditators compared with non-meditators had greater 
attentional control on body awareness and non-reactivity, and of body awareness on non-
reactivity as measured by the subscale of non-reactivity to inner experience from the FFMQ 
(Baer et al., 2008) and the body awareness factor from the Scale of Body Connection (Price & 
Thompson, 2007).  Body awareness had a positive effect on non-reactivity, suggesting that it 
is important to emphasise this mechanism in health-related MBIs (Cebolla et al., 2018).  In a 
study by Carmody, Baer, Lykins and Olendzki  (2009) where it was noted that in the 
meditations that focused on the body, non-reactivity was the only facet involved in all of them.  
Warren, Smith and Ashwell (2017) conducted a review of MBIs for eating behaviours and 
concluded that the key mechanisms were an increased awareness of, and increased 
responsiveness to, internal cues; an increased awareness of, and reduced responsiveness to, 
internal emotional cues; and an increased awareness of, and reduced responsiveness to, 
external cues.  
   
One of the key tasks in establishing the mechanisms of action is to identify the 
mechanisms that are altered by the treatment and that explain at least part of the effects of the 
treatment on outcomes.  One of the key mechanisms isolated in a study by Kuyken et al. 
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(2010) was that of an enhanced self-compassion and this was seen to be a key skill learnt 
from undertaking MBCT.  They found that increases in mindfulness and self-compassion 
mediated the effect of an MBCT programme on the symptoms of depression at a 15-month 
follow-up.  This role for self-compassion (Gilbert, 2009) is seen as an adaptive response in the 
face of negative thoughts and emotions.  This need to accept internal experiences without 
acting on them is recognised as a key psychological problem, along with emotional regulation 
skills which are also involved in eating pathology and which therefore needs to be targeted by 
MBIs (Lavender et al., 2011; Lattimore et al., 2017).	
Reviews that are specifically aimed at how facets of mindfulness relate to disordered 
eating, again quantitative only, indicated that the targeting of emotional and sensory cues 
(O’Reilly, Cook, Spruijt-Metz & Black, 2014) and focusing specifically on the eating behaviour 
would help efficacy of mindfulness programmes (Godfrey, Gallo & Afari, 2015).  This was also 
highlighted in Mantzios and Wilson’s (2015) review studies focusing on attentive and mindful 
eating were more effective in the short term than generic mindfulness courses.  However, they 
did note that mindful eating may not necessarily promote mindful living and that, including self-
compassion training, assists in weight management.   
 
1.7.2 Problems in changing behaviour 
A related topic in relation to self-management issues and interventions, including eating 
behaviours, is the risk of cognitive decline.  A number of studies have looked at people with 
T2D and compared them to people without diabetes in a range of cognitive tasks, such as 
processing speeds, memory and executive function (Munshi et al., 2006; Biessels, Deary & 
Ryan, 2008; McCrimmon, Ryan & Frier, 2012; Cukierman-Yaffe, 2014; Cuevas, 2017).  
Impaired learning ability is seen in T2D and not in T1D which may have implications for self-
management over time and is not always screened for in primary care (McCrimmon et al., 
2012).  The evidence seems to indicate that although the cognitive dysfunction is mild and 
rarely meets criteria for clinically significant impairment, it does tend to start in the prediabetes 
stage and worsen over time.  Munshi (2017) suggested that those with T2D are at a 1.5 to two-
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fold increased risk of dementia, and that there was a 19% greater risk of cognitive decline 
compared to those without diabetes.  The importance of memory is demonstrated in a study 
by Higgs (2008) who showed how the memory of eating can affect how much and what is 
eaten based on an integration of sensory, somatic and contextual inputs from memory thus 
contributing to weight gain.  Further to this is research by Coppin, Nolan-Poupart, Jones-
Gotman and Small (2014) who found that overweight and obese individuals were impaired on 
a working memory task which they suggested was due to adaptations in the dopamine systems 
in response to overeating. This fits with Kaplan and Kaplan’s (1957) psychosomatic theory of 
obesity which suggests that obese individuals lose the ability to differentiate between different 
internal physiological sensations.  Age and depression also exacerbated any cognitive 
impairments (Tomlin & Sinclair, 2016).  Black et al. (2018) argue from a neuropsychological 
point of view that not only does depression increase the risk of hyperglycaemia and that this 
relationship is bidirectional, but that there is a direct path between depression and executive 
function.  Diabetes management is therefore affected directly by executive function and has a 
bidirectional relationship with hyperglycemia.  
In contrast, there have also been a number of studies looking at the effect of 
mindfulness training on the aging brain using MRI brain scans and behavioural assessments. 
One such study by Cotier, Zhang and Lee (2017) compared a group receiving mindfulness 
training (attention-based compassion meditation) with a group receiving relaxation classes.  
Using an emotion processing task, they found weaker valence and arousal responses after 
the eight-week training, whereas it remained unchanged in the relaxation group.  They linked 
these changes to network changes in the brain which they found to be consistent with a 
movement towards a decreased self-focus and a more neutralised affective style. They 
concluded that this was indicative of more efficient processing and that mindfulness may 
therefore be beneficial for the elderly. Limitations include the mean age of 64 years may not 
be regarded as elderly and there was no follow-up. Mind-body exercises such as tai chi have 
also been shown to have a positive effect on cognitively intact and impaired older adults in 
terms of improving cognitive flexibility, working memory and learning (Wu, Yi, Zheng et al., 
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2018).  Increasing the element of these kind of meditations, such as mindful walking or yoga 
exercises, may prove useful therefore in the MBCT programmes aimed at PWD. There was 
no indication in this study of how these effects come about, so this remains unclear. 
There is also some evidence that mindless eating increases when an individual is 
distracted, as long there is enough remaining capacity to do the actual eating (Ogden et al., 
2012). They suggested that watching TV is the perfect distraction for mindless eating as it 
allows for this remaining capacity but also avoids social stigma as it is done in their own homes.  
These sorts of situations may therefore be risk situations that would be useful to include in 
exposure exercises on the MBI.  Another issue is the need for continuity of mindfulness to 
allow for new experiences of not giving into urges to eat in order to avoid or distract themselves 
from bad feelings to sink in and thus reduce the cravings (Analayo, 2016).   Like exercise, 
mindfulness requires regular practice to “reap its benefits and come to understand why it is so 
valuable” (Kabat-Zinn, 1996, p. 21).  MBIs invite participants to engage in formal and informal 
practices following a course of mindfulness but there are some inconsistencies on the effects 
of different types of home practices.  For example, Birtwell, Williams, van Marwijk, Armitage & 
Sheffield (2018) report that the frequency of informal practices is more important for 
psychological flexibility and well-being than the frequency and duration of formal practice.  
Cebolla et al. (2018) also found that the key mindfulness skill of observing was predicted by 
the frequency of informal mindfulness practice.  However, this is in contrast to Carmody and 
Baer’s (2008) study which suggest that the formal practices affect the facets of mindfulness 
rather than the informal.  Although it should be noted that the different outcomes from these 
studies might be because observing is factored out in the Cebolla et al. (2018) study. 
Mindfulness practice has been likened to exercise in terms of adherence difficulties 
and there is some evidence that the perceived level of problems related to not practising will 
determine engagement in mindfulness meditations (Rizer, Fagan, Kilmon & Rath, 2016). This 
may be a particular issue for those with diabetes who remain symptomless who may therefore 
not see any immediate benefits on their health. 
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1.7.3. Adverse reactions to MBIs 
There is some evidence that meditation, which is used to help cultivate mindfulness in 
MBIs, can be harmful to some people.  An example of the potential harm meditating can do is 
outlined in an early case study by Walsh and Roche (1979) which concluded that although a 
combination of intensive meditation, fasting, sleep deprivation and a history of schizophrenia 
can bring on a psychotic episode, these are rare and “even psychologically healthy individuals 
may experience changes in their perception of reality during the initial phase of intensive 
meditation” (p. 1086), but that this was not necessarily pathological.  However, how one makes 
sense of such distressing experiences depends on the context and the meaning-making 
framework.  Whereas Western psychology may see meditation as exacerbating a mental 
illness, Buddhist teachers would see it as a sign of progression through the stages of insight 
and the eventual cessation of suffering (Compson, 2018).  Shapiro (1992) collected data on 
27 long-term meditators who had signed up for either a two-week or three-month intensive 
mindfulness meditation retreat designed to observe the mind and develop concentration.  They 
were instructed to use ‘bare awareness’ to observe whatever comes into their awareness 
during silent meditation for a minimum of ten hours a day.  Although there were significantly 
more positive effects reported, 7.4% experienced profound adverse effects.  Those who had 
practised meditation the longest (over 8.5 years) had the highest frequency of negative effects 
and those with less than two years’ practice reported fewer adverse effects.  The nature of 
these effects included anxiety, depression, tension, confusion, impaired reality testing, 
disorientation and reduced motivation in life.  Their motivations for enrolling on the retreat, and 
the existence of pre-existing conditions that might predispose them to adverse effects, were 
unclear.  The use of focused attention is particularly indicated in distressing experiences, but 
without a framework to work through difficult experiences, or a teacher who can use the 
Buddhist framework of understanding the stages of insight, there is a risk that the growth and 
insight is treated as pathological and psychotherapy is the remedy (Compson, 2018).  A more 
recent online survey conducted by Cebolla, Demarzo, Martins, Soler and Garcia-Campayo 
(2017) on people with at least two months’ meditation experience found that one quarter 
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reported unwanted effects as a result of meditation.  These tended to happen when they were 
meditating for longer than 20 minutes on their own, and were associated more with focused-
attention practices.  The main unwanted effect was anxiety, although this did not require 
medical assistance and did not lead to a discontinuation of mindfulness practices.  Van Dam 
et al. (2018) were particularly critical about the lack of reporting on adverse effects in trials of 
mindfulness interventions. They reported that unlike the pharmacology sector, which has a 
100% record of assessing adverse reactions in clinical trials, only 25% of mindfulness trials do 
so.  Reflecting on the inconsistencies in the literature or lack of adequate reporting of adverse 
effects, Dobkin, Irving and Amar (2011) encourage reporting of adverse reactions and the 
consideration of  pre-programme screening to MBSR groups. 
This also points to the particular needs of training the instructors to a standard as set 
out by the Good Practice Guidance (UK Network for Mindfulness-Based Teacher Training 
Organisations, 2015).  There is a growing need to ensure teachers have undertaken an 
approved training course and have their own personal practice.  Teachers of mindfulness are 
also encouraged to register on a UK listing which, since 2017, means they also have to 
demonstrate that they have met the guidelines (UK Network for Mindfulness-Based Teacher 
Training Organisations, 2019).  But perhaps more essential is that the teacher has the capacity 
to embody the qualities and attitude of mindfulness and can use these skills to participate in 
the learning process.  In the case of delivering the programme to PWD, there would be a need 
to have knowledge and experience backed up by professional training on diabetes and the 
knowledge of effect this may have on the process of teaching (Crane et al., 2017).  For 
example, imbalances in health-related behaviours in those using meditation may occur, such 
as not getting enough sleep and poor diets, which may be particularly pertinent to PWD.  The 
teacher needs to understand the PWD with regards these potential imbalances.    There is 
also a particular concern about the lack of support for people who have finished a course and 
are left to practise on their own.  This can result in having no support to take them through 
potential stages of insight that come later in the process which could lead to distress but no 
means of making sense of this (Compson. 2018).  
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1.8 Study aims and rationale 
The definition of mindfulness for the current study is that it is “…the awareness that 
emerges through paying attention on purpose, in the present moment, and nonjudgmentally to 
things as they are” (Williams, Teasdale, Segal et al., 2007, p. 47). This includes an expansion 
on the concept of non-judgement: “Non-judgemental means to be aware of how judgmental 
the mind can be, and as best we can, not getting caught in it or recognising when we are and 
not compounding our suffering by judging our judging” (Kabat-Zinn, 2017, p. 1127). The 
awareness of the context and environment in which the experience is taking place is also 
important, given that the mind is both “embodied and embedded” (Thompson & Verela, 2001), 
and how we interact with that environment is part of the creation of consciousness (Geuter, 
2016).  This definition applies to mindfulness interventions for PWD based on the literature 
which highlights a wide range of potential target behaviours and vulnerabilities.  
Much of the literature to date has evaluated and assessed the outcomes of 
interventions but often, the patient’s voice is either limited or missing.  For example, 
observational studies show there is a dynamic interplay between an individuals’ biological and 
personal characteristics, social, family and the wider environment as well as the heterogeneity 
of behaviour. However, this lived experience of such dynamic interplays is poorly represented 
in the interventions available and past relationships with food as well as current relationships 
needing to inform the necessary tailoring of interventions.  Instead, many of the studies on 
interventions are RCTs and have focused on alleviating depression with mixed results on 
impacting the ability to manage their blood glucose levels.  RCTs are not thought to be the 
best design to answer questions of importance to clinicians in terms of applying findings to 
real-life situations.  Although it is recognised that PWD have elevated risks of eating disorders, 
especially binge eating, this is not the case for many PWD. Therefore, interventions focused 
on clinical eating behaviours may not always be appropriate as the issues with food may not 
fulfil the criteria of a clinically-diagnosable eating disorder such as BED.  There is a risk that 
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such interventions may not be properly tailored to meet the specific needs of PWD (Chao et 
al., 2017). 
It is clear that there is no one intervention for PWD to help manage their diabetes 
successfully or over the long term.  The qualitative data has shown what the nature of their 
suffering is and what facets of mindfulness may be in play that shows most promise.  For those 
with problems with their self-management of diabetes, help is needed to find the specific issues 
preventing optimal self-care.  This study is aimed at what people with diabetes experience in 
their relationship to food in order to help open up the narrative on what ‘sticking points’ remain 
since finishing a course in MBCT and to find their own words and concepts that fit with this 
lived experience rather than borrowing concepts from the literature on eating disorders and 
psychopathological difficulties. 
 
Kelly and Barker (2016) suggested that one should play detective and go back to the 
preceding patterns and practices which led to the difficulties rather than use a “single unilinear 
model of causation based on long range predictions about hoped for behaviour change” (p. 
114).  To see things from the participants’ perspective rather than merely the research 
observer will help to reduce the aggregation of broadly defined behaviours like eating. This 
construction of personal accounts would help identify perhaps typical, real-world conditions 
that precede the eating behaviours and identify the elements and the meanings that the people 
doing the behaviour give them. It is down to researchers to unravel the connections between 
the meanings and the competencies that PWD display (Kelly & Barker, 2016).  
  
MBI programmes for PWD should reflect the general vulnerabilities that characterise 
the human condition, and how these co-exist with the specific vulnerabilities and life 
circumstances of PWD (Crane et al., 2017).  There therefore needs to be a clear specification 
of the characteristic issues and vulnerabilities of PWD, including how they are triggered and 
maintained, so that MBIs have clear targets for the elements in the programme that mediate 
change for this population. In keeping with a counselling psychology pluralistic approach, this 
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study aims to understand from personal accounts from people with diabetes the nature of their 
self-management issues and how these are targeted in interventions, which will then indicate 
the mechanisms that need to be targeted.  It is also important to add to a body of work that 
reflects the lived experiences of people living with diabetes, rather than using concepts that 
may not be relevant to PWD.  In doing so, this study will provide insight into the specific 
vulnerabilities of a small group of PWD and that the data generated will help to put the 
individuals’ lived experiences at the centre of the ongoing narrative about the complexities of 
living with diabetes and thus help shape the interventions for them.  This will also help meet 
the need for specialist knowledge, experience and training with regards to the programme’s 
target population, including on how the teaching should be delivered according to context and 
population group.  This aspect is of particular significance to this study with regards to its 
rationale as it is vital that there is sensitivity to the difficulties they are experiencing. 
 
1.9 Research question  
The main difficulty that PWD face is maintaining blood glucose levels.  A key aspect 
and the main interest of this study is the relationship PWD have with food.  This study 
investigates their relationship with food since the application of mindfulness training, to explore 
the impact on everyday lived experiences of managing this aspect of diabetes.  This will give 
a clearer idea of how MBIs might be helpful for those who do not have pathological conditions, 
such as a diagnosable eating disorder but who may continue to struggle with what they eat 
and how they eat and why they eat the food they do. 
The research question is therefore: “How do people with type 2 diabetes experience their 
relationship to food following a mindfulness course?” 
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CHAPTER 2: Methodology  
 
2.1 Introduction 
In this chapter I will account for the methodological approach taken in this study in order to 
address the research question restated below in Section 2.2. The philosophical assumptions 
underpinning the approach will be examined along with a discussion of the rationale for 
addressing the research question with a qualitative research methodology.  Considerations of 
the researcher’s epistemological stance and how measures of trustworthiness and validity 
within the research process were used are discussed herein. A brief comparison with 
alternative qualitative research approaches are described and conclusions drawn from such 
considerations are explained to provide a robust rationale for the present methodological 
approach.  An overview of the ethical considerations is made and information about the 
participant selection and data collection processes are described.  The analytical process 
including the strategy used is also described. Finally, a reflexive piece on the methodology and 
on my personal experience will conclude this chapter. 
 
2.2 Methodology 
Research question: How do people with type 2 diabetes experience their relationship with 
food following a mindfulness course?  
This question had come from a broader curiosity in my workplace about how the participants 
made sense of what was going on in relation to their mental and physical well-being following 
a course in mindfulness.  As Mason (2002) suggested, research questions should be devices 
for guiding and focusing the enquiry, and my question pointed me in the direction of an 
interpretivist perspective. 
My enquiry was guided by the literature review in the Introduction chapter 1 where I 
discovered that although there were a number of studies on the lived experience of having 
diabetes, there were few studies to date specifically focusing on how people living with 
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diabetes experience their relationship with food. There were also only a few studies using an 
interpretivist perspective on the experience of mindfulness (Higginson & Mansell, 2008; 
Keyworth et al., 2014; Long, 2014; Mathias, Parry-Jones & Huws, 2014).  Although in many of 
these studies there are discussions about what other psychological processes may be at work, 
they did not seem to be being investigated further in subsequent intervention research.  Other 
processes such as denial of condition, problems with acceptance and adapting, lack of 
education, problems with being able to identify danger signals, anxiety about the future, and 
depression about what they have lost, seemed to be key themes in the discussion sections of 
the literature.  What was missing was further exploration of these potentially important 
experiences and influences for the participants.  It therefore seemed that these ‘lived-
experiences’ required a rich, textured description of how people with diabetes experience an 
important and particular aspect of living with diabetes.  I was also interested in this experience 
in the context of having completed a mindfulness-based intervention (MBI).  This can add 
valuable insights to the quantitative studies on the influence of an MBI on the self-management 
of diabetes and the possible mechanisms of change (e.g. Frearson, 2006).   It was felt that an 
understanding of how someone within this context would make sense of an aspect of living 
with diabetes could potentially add to the literature on this topic, or at the very least help to 
shed some light on some of the quantitative research.  Food is an essential part of life and 
involves a number of networks: social, family, and the wider environment with all their 
influences and is related to emotions, culture and politics (Knutsen, Foss, Todorova, et al., 
2017). The experience of the relationship to food impacts on the self-management of diabetes.  
It encapsulates a complex interplay of biological, behavioural, emotional and cognitive factors 
which emerge in their daily lives.   
 
2.3 Epistemological considerations and reflections 
Willig (2012) stated that philosophical reflection is essential in identifying one’s own 
epistemological position.  These are the assumptions one makes about knowledge and how 
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we can know.  This process at the outset of the research process helps to guide the analysis 
and evaluation of the research as detailed in the following sections of this chapter.  
Methodology is informed by the epistemology, or the way in which things can be known, 
which in light of the question asked, I have made the assumption that we can know the world 
by how we experience it.  This critical realist philosophy subscribes to the view that there is an 
independent real world but that our understanding of this world is constructed by our 
perceptions, beliefs and interpretations (Maxwell, 2012; Taylor, 2018).  Hansen (2004) 
described how psychology in the 20th century was dominated by the epistemology of 
modernism which asserted that researchers could overcome any perceptual biases and see 
reality as it really was.  Research utilised scientific methods to eliminate biases in order to be 
able to know the truth.  This knowledge was said to mirror objective reality.  Postmodernism, 
however, asserted that knowledge represents a combination of the researcher and participant 
and that therefore truth was not discovered but created. In the context of research, it assumed 
that meaning will therefore be co-constructed between researcher and participant recognising 
the researcher as an active component in making sense (Strawbridge & Woolfe, 2010).  The 
ontological question is about the assertion that an independent reality exists.  For some 
‘antirealists’, there are only knowers rather than a reality.  On the other hand is the claim that 
reality does exist but it can never be truly known as we all bring our own meanings which 
inform our perceptions of that reality (Hansen, 2004).  
The ontological stance, or the theory of the way the world is, which influences the 
critical realist epistemology is a relativist ontology, meaning that what matters is how a person 
experiences a given phenomenon and that there may be different interpretations of the same 
event.  It is from this premise that a qualitative method of enquiry was adopted to produce a 
piece of research that gave a voice to the participants in a way that quantitative methods could 
not. The intention was to describe and interpret experience rather than to quantify a 
phenomenon or predict causal relationships (Smith et al., 2009) in the way previous research 
on this topic has done. I accept that all research is descriptive of something and all 
observations are dependent on a prior framework of explanation no matter how well one feels 
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able to bracket this off (Rawson, 2011).  Despite this, I hold the view that the lived experience 
shapes how we think about ourselves and that the individual is a rich source of data relating 
to how one makes sense of experiences.  This type of query lent itself to a methodology within 
the phenomenologically informed approaches.  The relativist ontology is key to underpinning 
the methodological choice of using Interpretative Phenomenological Analysis (IPA) as it was 
a good fit with an area of interest which thus far has produced a broad range of conclusions.   
 
 
2.4 Rationale for choice of methodology 
There are a number of ways in which the different qualitative approaches overlap but each one 
has a different focus or reason for being used.  One of the criticisms of IPA is that it relies on 
the assumption that participants can use language to express their inner experience (Willig, 
2008) and that it overlooks the construction of language or, indeed as discourse analysis would 
focus on, how ‘reality’ is constructed through language.   
Discourse analysis (DA) originated as a criticism against the ‘cognitivism’ of psychology at 
the time which was promoting the idea that cognitions had a “central role in shaping perception 
and action” (Edwards & Potter, 1992, p. 13).  Potter and Wetherell (1987) were influential in a 
developing interest in the field of psychology: language as social performance, a discourse 
that began in the 1950s.  It has a social constructionist epistemology which means that 
language is more than a ‘mirror of the world’ and phenomena ‘out-there’, and that discourse 
(the capacity to communicate) is of central importance in constructing the ideas, social 
processes, and phenomena that make up our social world.  The challenge was on mainstream 
psychology and the assumption that language was able to label internal states and external 
reality (Willig, 2013).  The idea that cognitions shaped perception and actions was based on 
five key assumptions: 
1. That talk is the route to cognitions 
2. That cognitions were based on perception 
3. The belief that objective perception of reality was theoretically possible 
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4. That there are consensual objects of thought 
5. That cognitive structures are relatively enduring  (Willig, 2015, p. 144). 
The criticisms from DA centred on these assumptions by suggesting that ‘talk’ needs to be 
understood in terms of social action and should be analysed in terms of what it achieves within 
a given social context.  It is through language that objects and events are constructed because 
it is through discourse and conversation that meanings are given to them.  So rather than there 
being an objective perception of reality, language constructs rather than represents this reality.  
DA also makes the point that there is no consensus of thoughts about objects. This is because 
social objects are constructed through language so one person’s version may be different to 
another’s and therefore attitudes are due to discursive constructions of the object itself.  And 
finally, what people say tells us more about what they are doing with their words (e.g. blaming, 
complaining, excusing, etc) rather than representing a cognitive structure (Willig, 2015).  
Therefore, DA “involves a theoretical way of understanding the nature of discourse and the 
nature of psychological phenomena” (Billig, 1997, p. 43). 
The focus in DA is on how people use discursive resources and what affects the ‘action 
orientation’ of talk, taking into account the “structural conventions of a particular setting” 
(Larkin, 2015, p. 252). Therefore, the interest is on what the speakers are doing with their talk 
(Willig, 2015).  Although ‘real world’ settings would make the ideal source of data, the ethical 
and pragmatic difficulties involved have required the use of semi-structured interviews, though 
unlike IPA when transcribing, the non-linguistic ways in which something is said is as important 
as the words used (Willig, 2015). 
The use of this particular methodology which takes a constructionist stance 
epistemologically, would have been useful if the question I was asking was: “How do people 
talk about diabetes following a course in mindfulness?”  This constructionist approach to the 
data in the analysis would ask the question: “What is the discourse doing?”  not forgetting that 
the researcher is inevitably part of the action.  A slightly different approach is the Foucauldian 
discourse analysis which is more interested in “mapping the discursive environment that 
people inhabit” (Willig, 2015, p. 155).  Therefore, the sort of question this would help to answer 
	 58	
in relation to my topic is: “What discourses do participants draw on in their talk about their 
diabetes following a course in mindfulness and what implications do these have on the 
participants experience of living with diabetes?”  The interest lies in the discursive resources 
available to the participant and how this availability may shape their experience of living with 
diabetes after a course in mindfulness. 
As a methodology, the use of IPA is determined by the ontological and epistemological 
underpinnings of the research and for some researchers this is considered as a constraint of 
the approach.  In contrast, thematic analysis (TA) which, according to Clarke and Braun (2018), 
is seen as a method rather than a methodology has a flexibility that IPA does not have.  This 
does not mean TA is atheoretical as the ontological and epistemological underpinnings need 
to be transparent in the research which employs this method. However, it does not stem from 
any particular theoretical framework, or as Clarke and Braun (2018) put it: “TA is best thought 
of as an umbrella term for a wide variety of approaches” (p. 108).   TA was considered for this 
study as it has often been utilised in the identification and analysis of patterns in qualitative 
data especially in studies involving health as espoused by Braun and Clarke (2014).  The first 
and enduring attempt to ‘brand’ TA was by Braun and Clarke (2006) who saw it as “a rarely 
acknowledged, yet widely used qualitative analytical method” (p. 77).  Its flexibility is seen as 
enabling it to be used both to ‘reflect reality and to unpick or unravel the surface of reality’ 
(Braun & Clarke, 2006, p. 81). 
Therefore, TA can be underpinned by the same theoretical framework as IPA, namely 
phenomenology.  However, unlike IPA, it does not take an idiographic focus but instead looks 
for patterns of themes across the whole data set whereas IPA stays close to the data items of 
the individual participants. In IPA, this is done by developing a set of emergent themes in the 
individual transcripts which leads to superordinate themes. This is done for each data item 
before moving to the next.  TA develops themes from the codes across the whole data set, 
thus making it a method that is useful when the research question does not focus on the 
individuals’ lived experiences but rather on a larger group where the focus is on the patterns 
of meaning across the whole data set collected.  TA acknowledges that these themes are 
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“active creations” (Clarke & Braun, 2018, p. 108) of the researcher rather than merely emerging 
from the data.  Clarke and Braun (2018) suggested that themes could usefully be regarded as 
key characters of a story and can highlight shared meanings as well as divergence.  Although 
it is often regarded as a method for describing data, Clarke and Braun (2014) have argued that 
it can also be used in critical qualitative approaches.  
TA is particularly useful in the field of embodiment where the key assumptions are that 
the body functions as a constituent of the mind rather than serving the mind (Leitan & Chaffey, 
2014). For example, a study by Frith and Gleeson (2004) used TA to study embodiment in the 
use of clothing in men and how their subjective feelings about their bodies influenced their 
choice of clothes.  Embodied cognitions therefore provide a useful framework for TA research 
looking at practices such as eating which is seen as an embodied practice (e.g. Natvik, 
Gjengedal, Moltu & Raheim, 2014) or body image and health behaviours (e.g. Frith & Gleeson, 
2004; Brown, Zavestoski, McCormick, Mayer, Morello-Frosch, & Altman,.2004) in which TA 
can be used as a tool. Braun and Clarke (2014) recognise the flexibility and variability of using 
TA in health related topics particularly in policy and practice research.  
The type of question that could be asked in using TA within a phenomenological 
framework is: “How does having type 2 diabetes influence the relationship with food?”  Again, 
this is an interesting question and may well bring up similar findings to an IPA approach but 
what drives this current research is to make it possible to allow the individuals’ voice to come 
through by staying close to the data items and what was actually said by the participants.  TA 
would lose the idiographic focus that is key to this study. 
Discourse Analysis, including the Foucauldian approach, largely ignores the role of the 
body and emotions in making sense of the lived experience whereas thematic analysis has 
interesting questions to ask on the topic in question but loses the idiographic focus.  Gendlin 
(1997) suggested that the lived body was a source of understanding and that both language 
and experience were needed for knowing to occur.  Therefore, it is believed that the 
participants’ narrative will potentially arise from what their bodies already know, and as Willig 
(2013) highlighted, that once a particular experience has been identified we “know that it is 
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available within a culture or society” (p. 25). This allows the experiences of the participants to 
be part of a broader and deeper debate about the issues of relating to food from the perspective 
of having diabetes. 
Therefore, I believe IPA, despite the recognition of the limitations of language and of 
discourse in general, would enable the ‘lived experience’ data that would help inform my 
question of “How do people with type 2 diabetes experience their relationship with food 
following a course in mindfulness?”  and add to a growing body of knowledge in the use, and 
issues, of mindfulness as an intervention.  
 
2.5 Philosophical underpinnings of IPA 
There are a number of phenomenological methodologies but because this research is 
interested in the particular, the centrality and meaning of the participants’ subjective 
experiences (idiography), and of hermeneutics, interpretative phenomenological analysis (IPA) 
was chosen as the methodology to capture how participants experienced the relationship 
between the lived experience and the body experience (Finlay 2006). 
Phenomenological psychology is a philosophical movement rooted in the work of 
Husserl in the 1900s.  He argued for the focus to be on people’s perception of the world in 
which they live and what this means to them.  By investigating “whatever appears as such” 
through epoché (bracketing off our own preconceptions and assumptions), it is possible to get 
to the essence of a phenomenon (Husserl, 1927).  Heidegger, who dedicated his book Sein 
und Zeit (Being and Time) to Husserl, argued for the return to the question of ‘being’ “as a 
thematic question of actual investigation” (Heidegger, 1927, p. 1).  He argued against the 
ontological position of the time that placed ‘being’ as a universal and self-evident concept and 
therefore “understandable ‘without further ado’” (p. 3). He also made the point that investigating 
‘being’ has a relationship to the being who is investigating it and therefore the researcher 
needed to recognise the position they hold in the shared intersubjective world.  It was therefore 
important for me, as the researcher, to be reflexive about my own particular set of postulates 
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that I brought to this study.  This was an important aspect of my data generation through the 
use of semi-structured interviews and in subsequent readings and interpretations of the text.   
Phenomenological philosophy has provided qualitative research methods, and in 
particular IPA, with an understanding of how to examine the ‘lived experience’, which is the 
key aspect of the research question.  Its aim is to describe and analyse everyday experiences 
of what it is like to be human.  Husserl, the principal founder of phenomenological philosophy, 
stated that one becomes conscious of subjective experiences by reflecting on them (Husserl, 
1927), however further developments in these ideas provide us with a much more embedded 
experience than this. 
It was Heidegger (1962) who first developed this thinking further by suggesting that it 
is not possible to describe the lived experiences without paying attention to the fact that the 
researcher is also a ‘being in the world’ and is therefore also embedded rather than separated 
from the world.  Merleau-Ponty (1962) replaced this concept of ‘being in the world’ to include 
the body.  The body and the world are within each other and therefore our body is the means 
by which we communicate with the world, and which “shapes the fundamental character of our 
knowing about the world” (Smith et al., 2009, p. 19).  As Johnson (2006) put it: “You have 
meaning or are caught up in meaning before you actually experience meaning reflectively” (p. 
21).  
Phenomenology, in relation to research therefore, is the study of phenomena and the 
nature and the meanings individuals give to the phenomena.  The aim is to provide a rich 
description of the lived experience by engaging participants in such a way that aids the process 
of bringing to mind the lived experience of a particular topic or event, that up to that point may 
not have been reflected upon (Finlay, 2009).   For the participants in this research, it may have 
been the first time they had the opportunity to reflect on what had been an experience they 
had taken for granted (e.g. having diabetes) or one so new that it had yet to be reflected upon 
(e.g. mindfulness). This attitude known as ‘phenomenological reduction’ is a conscious activity 
whereby the source of the phenomena in its pre-reflective state is returned to over and over in 
order to examine the lived experience (Thompson & Zahavi, 2007). 
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The way in which experience is communicated to others is through discourse, and, as 
Heidegger (1962) said, because humans are embedded in the world, we can only understand 
our being in the world through language.  The way in which discourse is expressed is through 
language and we are not separate from this.  Of course, the assumption (and criticism) here 
within IPA is that the participants are able to express their experiences adequately by using 
language (Willig, 2008).  This idea of discourse being reflective of the lived experience is 
challenged by discursive psychologists (Langdridge, 2007). However, it seems that this aspect 
is part of the reflexive culture of phenomenological psychologists in recognising that language 
is both enabling and constraining, given that it is grounded in a historical and socio-cultural 
context (Smith et al., 2009).  The assumption is that there is a connection between the talk and 
ones thinking and emotional and bodily state.  IPA is concerned with this cognitive process but 
unlike quantitative approaches, it does not employ a predetermined hypothesis but rather 
focuses on a particular phenomenon within a particular context.  In the case of the present 
study, it is the experience of relating to food for people with type 2 diabetes following an MBI 
(which is described in Section 2.6.4).  Unlike discourse analysis, in which the researcher is 
interested in the role of language used, or thematic analysis, which is primarily a method of 
identifying, analysing and interpreting patterns of meanings, IPA is interested in how people 
ascribe meaning to their experience (Biggerstaff & Thompson, 2008). 
It is important for the researcher to recognise that they too are a being-in-the-world 
subject to making interpretations in order to make sense of the world.  They cannot therefore 
be objective. This brings in the need to take on the attitude of epoché (bracketing off prior 
assumptions and theories).  For example, as I do not have diabetes, I may be placed as coming 
from a different socio-cultural context,  plus the fact that I have read a number of theoretical 
papers on, for example, how mindfulness may work. However, one of the key aspects of the 
research is food and I too have my own relationship to food.  Bringing this to my awareness 
was a continuous process but far from being an attempt to be objective, the act of bracketing 
is one of being reflexive (Finlay & Gough, 2008).  Therefore, the acknowledgment of the role 
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of these influences, including that of the researcher, is important which brings in another key 
theory underpinning IPA, hermeneutics: the theory of interpretation.   
 The understanding of meaning of the data in IPA requires two strategies which Ricoeur 
(1970) described as ‘empathic engagement’ and ‘critical engagement’.   Although the first 
stage of interpretation may involve the hermeneutic of meaning recollection (empathic 
engagement), a critical realism epistemology demands a “suspicious interpretation” of the data 
produced by using critical questioning to make sense of participants’ account of their 
experience and ascribe meaning to it (Langdridge, 2007; Willig, 2013).  This leads to 
interpretations not only being descriptive via an empathic engagement but by use of critical 
engagement. One can question the data in ways that the participants may not be able to do 
so, but always remembering to keep it grounded in the text (Eatough & Smith, 2008).  “Without 
the hermeneutics the phenomenon would not be seen” (Smith et al., 2009, p. 37). 
The experience, or ‘life-world’, of the participants in this research is revealed by careful 
use of semi-structured interviews and by keeping in mind that this reveals a pre-reflective state, 
a taken-for-granted state that may not have been reflected upon previously. This ‘life-world’ 
(the pre-reflective state) is the perception we have of the objective world around us, the 
experience of ourselves in this world, and of our bodies and relationships, and takes place 
before we think or talk about it (Finlay, 2009).  This term ‘life-world’ incorporates the idea that 
what is of interest to the phenomenologist is not so much on an inner world but on the lived 
experience in a social world, recognising that one only knows themselves by being in the world 
(Merleau-Ponty, 1962; Finlay, 2009). 
Smith (2004) has pointed out that in IPA research, the researcher is trying to make 
sense of the participant making sense of their experience, and this is what he called a ‘double 
hermeneutic’.  Being reflexive as a researcher is essential for evaluating how preconceptions 
will influence the research and needs to be constantly checked as the analysis continued 
(Finlay, 2008).  The ‘hermeneutic circle’ (Schmidt, 2006) refers to how the whole cannot be 
understood without an understanding of the parts, and that the parts cannot be understood 
without reference to the whole.  As Gadamer (1989) has pointed out, how we see things is 
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constantly evolving in much the same way that “the present cannot be formed without the past” 
(p. 306).   
The challenges of IPA for the researcher are in the understanding of the philosophical 
underpinnings and assumptions of this approach and recognising the impossible task of 
completely bracketing oneself off from the data (epoché).  To bring interpretations would 
require the researcher to be clear about the role they play in not only the generation of data 
but also the influences they bring to bear on the interpretation.  Therefore, the knowledge I 
held from the literature search I had conducted were subjected to the epoché, or rather 
reflexivity, otherwise the accuracy of the understanding of the lived experience could be 
compromised (Ashworth, 2015).   
 It is the focus on the individual and the meaning they give the phenomena that makes 
it idiographic.  Idiography, unlike nomothetic research which focuses on aggregated data, 
aims for the in-depth focus of the particular (Smith, 2004) and in doing so, and in keeping 
with a critical realist epistemology, may help make sense of and build upon the nomothetic 
research (Smith et al., 2009). This to date has been inconclusive around the mechanisms of 
change for people with chronic health after mindfulness interventions.  In Giorgi’s (1985) 
descriptive phenomenology the idiographic details are generalised to provide an essence of 
a phenomena (Finlay, 2009) but in IPA the use of hermeneutics for interpretative analysis 
links it to the literature with the voice of the participants being maintained.  There is a need to 
go from the part to whole and back again to keep the individual in mind.  This aspect alone is 
a key reason for using IPA for this research question so that the voice of the individual in an 
otherwise confusing literature on this topic can be heard.  It was hoped that in using this 
methodology, the whole experience could produce a rich and textured description of how 
people living with diabetes experienced their relationship with food after an MBI and attempt 
to ascribe meaning to this experience. 
In conclusion, the research question does not seek to determine the effects of diabetes 
or mindfulness on a relationship with food or assume a causal relationship.  IPA seeks to 
describe and interpret the experiences that a particular person in a particular context has.  In 
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this study the particular person and context is having diabetes and having been on an MBI.  
IPA describes and interprets what the participants bring to mind about their relatedness to the 
phenomena at hand, that is the relationship they have with food and the sense they made of 
it at the time of the interview (Giorgi, 1995). IPA does not seek to explain this experience.  IPA 
is aligned to the concept of embodied cognitions that refers to how the mind should be 
understood in relation to the physical body and its interactions with the world (Wilson, 2002).  
This assumes that it is the body that “is a significant factor in how humans perceive, 
comprehend and act in the world” (Spackman et al., 2014, p. 47).  In relation to the research 
question, this approach allows for the lived experience to take the foreground prior to any 
intellectual analysis (Smith et al., 2009).  It was felt therefore that this was an appropriate 
methodology for research seeking to understand the lived experience of having a body that 
potentially shapes the relationship the participants have with food. 
 
2.6 Research design 
2.6.1 Data collection 
The mainstay of data collection for an IPA study is via semi-structured interviews (Appendix 
A). This allows for a flexible data collection whereby the initial questions can be modified 
depending on the responses given by the participant, and the researcher can also probe any 
interesting areas that arise that may not have been considered initially.  This required me to 
learn the questions in order to allow rapport to be more easily built and allow a reasonable 
level of flow in the discourse.  Although this gave the participant ample opportunity to tell their 
story, the reason for setting some questions was that it was important to think about what might 
be covered in order to give some consideration of any possible sensitive areas that might come 
up and what needs to be in place to deal with this eventuality. 
 
2.6.2 Participant recruitment 
Participants were sought from graduates of a mindfulness course which was run from a 
diabetes clinic in a London hospital as a purposive sample.  This was achieved by liaising with 
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the programme leader with whom the researcher had already established close links.  
Permission was requested from the clinical lead of the service as a peer review process and 
information was provided about the research proposal (Appendix B).  The researcher also met 
with the course provider and shared with them an outline of the research and the recruitment 
advert.  Any changes needed from discussions with the course provider were made to the 
information sheet, recruitment letter and advert (Appendices C and D).  The patients who had 
been on the mindfulness course were sent the recruitment letter by the administrators in the 
clinic to ensure I was not in possession of any data about the participants than was absolutely 
necessary prior to engagement.  In total, eight participants were recruited, and Table 1 gives  
a brief outline of the demographics of those interviewed. 
 
Table 1. Brief overview of basic demographics of participants (N = 8) 
 
 
 
 
 
Demographics Reported 
Age (years) Range: 46-73 (Mean: 63.6) 
Ethnicity 37.5% White British 
37.5% Caribbean 
25.0% British Asian 
Years since diabetes 
diagnosis (years) 
Range: 5-23 (Mean: 14) 
Employment status 75% retired 
Household 87.5% lived alone 
Relatives with diabetes 100% 
Management of 
diabetes 
100% medication 
50% diet 
Years since MBCT 
course (years) 
Range: 1-8 (Mean: 4) 
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2.6.3 Sampling considerations 
Given the need to be able to conduct the research within an ethically approved site, it was 
prudent to seek peer review from the hospital diabetes consultant prior to seeking NHS ethics 
approval.  The ethnicity of participants was a consideration as the literature points to an 
overrepresentation of the Asian population with diabetes in the UK.  However, if English was 
not the language spoken by the participants it would have been beyond the capability of the 
researcher to use an interpreter and transcribe an interview in a meaningful and accurate way, 
therefore patients without English as a first language had to be excluded. It should be noted 
that this exclusion had already been put in place as a condition to attend the mindfulness 
course at the clinic. 
The exclusion of patients with type 1 diabetes may have resulted in fewer young adults 
being able to participate. The difference between them is important with regards to the role of 
food and diet: T1D is an auto-immune disease which means the immune system is attacking 
the insulin-producing cells in the pancreas thus making those with T1D insulin dependent and 
is not associated with excess body weight;  T2D is characterised by the body losing its ability 
to respond to insulin thus making them insulin resistant.  This condition is associated with being 
overweight and an increased waist circumference and, unlike T1D which is often diagnosed in 
childhood, T2D is usually diagnosed in those over 30 years of age and these make up 90% of 
the cases (Diabetes UK, 2017).   
This was also acknowledged in conversation with my supervisor that although food was 
an issue for both type 1 and type 2 patients once diagnosed, it was with type 2 patients that 
food would have played a major role in the development of diabetes unlike with type 1. 
 
2.6.4 Description of MBI course attended 
All of the participants attended the same mindfulness course but at different times.  The course 
had been provided since 2006 in a diabetes clinic at an inner London hospital.  The facilitator 
was a clinical psychologist who, at the time the course was first provided in 2006, had been a 
Buddhist meditator for eleven years. She had also been training as a meditation instructor for 
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three years and as a spiritual care facilitator, training carers, professionals and people living 
with illness to use meditation and compassion practices, for four years.  She had taken part in 
mindfulness-based cognitive therapy (MBCT) staff training at South London & Maudsley NHS 
Trust, and had helped research into the benefits of mindfulness with mental health 
professionals.  Supervision was provided via a colleague who had completed the MBCT 
training at Bangor University and she was training as a meditation instructor.   
The screening of participants was done by way of initial telephone contact and the completion 
of questionnaires including the Primary Care Evaluation of Mental Disorders Patient Health 
Questionnaire (PRIME-MD PHQ; Spitzer, Kroenke & Williams, 1999).  This was to alert the 
facilitator to any symptoms of anxiety, depression, eating disorders, somatoform disorders, 
alcohol misuse and the use of any psychotropic medication.  This was followed up by a clinical 
interview with the facilitator to ensure the exclusion criteria had been met. 
The exclusion criteria for attendance on the course was: 
1. Being under 18 years of age or having a learning disability. 
2. People at risk of developing psychosis or currently experiencing psychotic phenomena.  
This was seen as important as the prevalence of psychosis is higher in people with 
diabetes than general population (Mukherjee et al., 1996) and the literature suggests 
that meditation can be a precipitating factor for psychosis (e.g. Sethi & Bhargava, 
2003). 
3. People currently experiencing PTSD, especially flashback phenomenon. This was 
informed by the literature at the time which suggested that although it was unknown 
whether MBIs could exacerbate symptoms of PTSD, there were reports of repressed 
memories and conflicts surfacing during meditation (e.g. Walsh & Roche, 1979). 
The protocol of the course was the standard MBCT course (Teasdale, Segal & Williams, 2003) 
but with a number of important differences given that it was designed with people with diabetes 
(PWD) in mind.  These differences were implemented following feedback from a pilot of the 
programme for PWD: 
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• No stipulation to do any formal practice other than the suggestion to do ‘something 
mindfully’ every day. 
• A loving kindness meditation was included to facilitate the development of self-kindness 
and self-compassion. 
• There was little emphasis on teaching ‘thought catching’ and other CBT skills. 
(Frearson, 2006). 
The facilitator is not currently registered with the UK Network for Mindfulness-Based Teacher 
Training Organisations (2012) which produced Good Practice Guidelines in 2015.  This listing 
has been developed to provide a register for teachers of mindfulness courses to demonstrate 
that they meet the good practice guidance which essentially means that they are ‘suitably 
trained, committed to continuous professional development, hold appropriate insurance and 
are receiving supervision for their teaching’(UK Network for Mindfulness-Based Teacher 
Training Organisations, 2012). 
 
2.6.5 Interview process 
A digital encrypted audio recorder with software was used to record the participants with their 
signed consent (Appendix E).  The IPA methodology engaged the participants in recounting 
their lived experience and as such required the researcher to use a semi-structured interview 
schedule.  These questions were a reflection of the topic of interest, that is, the experience of 
their relationship with food following a course in mindfulness rather than being informed from 
existing literature.  This allowed for a broad and exploratory interview by remaining open to 
what is not known rather than what is known (Appendix A). 
The participants were interviewed in a room at the diabetes clinic which was a familiar 
location to them.  The interviews were conducted at a time when the clinical psychologist who 
runs the course was in the clinic in case issues arose that required her attention.  Participants 
were given hard copies of the information sheet to look over and a consent form to read and 
sign.  They were also asked if they had any questions about the information they had received.  
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The recording equipment was explained and that the interviews would be kept for a set period 
of five years before being erased.   
 
2.6.6 Limitations 
A number of limitations need to be addressed.  Firstly, with regards to recruitment, although 
all of the participants did the same mindfulness course with the same teacher, they attended 
at different times ranging between one and eight years ago. Due to this range there may have 
been an effect on the data given the lack of research into the long term effects of mindfulness 
training and sustaining practice.  Longitudinal studies investigating the durability of the impact 
of mindfulness courses beyond a year are scarce.  Two studies have looked at the durability 
of facets of mindfulness and their positive effects after two years (Petrocchi & Ottaviani, 2016) 
and six years (de Vibe, Solhaug, Rosenvinge et al., 2018). De Vibe et al. (2018) found that 
following a course in Mindfulness Based Stress Reduction (MBSR) course with medical and 
psychology students in Norway, there was a sustained effect on the coping skills and 
dispositional mindfulness after six years compared to a control group, despite poor to moderate 
adherence to formal mindfulness practice. Secondly, there is the potential impact of diabetes 
on the cognitive abilities of the participants.  Although there are studies on the benefits of MBIs 
on the ageing brain (e.g. Gard, Holzel & Lazar, 2014; Pagnoni & Cekic, 2007; Cotier, Zhang & 
Lee, 2017) there are far more studies on the association of cognitive decline in people with 
diabetes but usually in conjunction with further complications brought about by poor 
management of diabetes (e.g. Ding, Strachen, Reynolds et al., 2010).  The effect of impaired 
executive cognitive functioning on health behaviours has also been studied, suggesting that a 
decline in cognitive functioning adversely effects health behaviours such as adhering to 
regimens for self-managing diabetes, which in turn leads to even greater cognitive decline as 
noted above (Tran, Baxter, Hamman & Grigsby, 2014).  Mindfulness practice could be seen 
as a health behaviour and thus prone to similar effects. 
One further limitation was on the general demographics of the participants.  Current 
analysis of the patients in other similar services, such as where the researcher worked, showed 
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the patients to be mainly from the 50+ year-old age bracket.  The younger participants tend to 
be mainly type 1 diabetes and they make up only 10% of the diabetes population in the UK. 
There was also the possibility that females would be more attracted to the MBIs than males so 
it was thought that this may make recruitment of males difficult.  The ratio of males to females 
with diabetes is 1:1. 
Time restrictions meant that the possibility of using more than one service to recruit potential 
participants was implausible.  The protracted process of seeking ethical approval for the use 
of an NHS site increased the time restriction on the research process by almost a year.  This 
process involved firstly gaining City University of London’s ethical approval (Appendix I) and 
then I was able to seek approval from the HRA (Appendix J) and the Research Ethics 
Committee (REC: Appendix K).  Once this was in place, I could apply to the NHS trust for 
approval and receive their confirmation of capacity and capability for the study to take place 
(Appendix L).  This approval was only granted after I had completed the trust’s good clinical 
practice course online (Appendix M).  However, given that the methodology used in this 
research meant that it is interpretative in nature rather than generalisable to a population as a 
whole, meant that it gives voice to the individual rather than a group, and it was felt that the 
homogeneity of the participants could therefore be maintained by using only one site. 
 
2.7 Analytical procedure 
The first stage of the analysis process involved a verbatim transcription of the interviews.  This 
involved listening to the recordings at length and in detail to ensure getting the transcriptions 
correct.  The transcripts were printed off in landscape format with wide margins and with each 
line numbered in order to reference any quotes from the interview. 
The central tenet in the analysis of the transcripts is meaning.  This requires the 
researcher to engage with the transcripts and enter a process of interpretation.  A double 
hermeneutic approach occurs when the participant is trying to make sense of their experience 
and the researcher is attempting to make sense of the participants ‘sense making’ (Smith & 
Osborn, 2003).   
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As a novice IPA researcher, I took guidance from Smith, Flowers and Larkin’s (2009) step-by-
step guide on the analysis process.  This is by no means a prescriptive process but a useful 
one. 
The first step was to concentrate on the first transcript before moving on to the others.  
This idiographic approach was followed allowing for a gradual generalisation of any claims.   
The first transcript was read a number of times, allowing for an immersion in the data.  I found 
listening to the recording whilst reading the transcript the first time helped me to remember 
their voice to start off with. If some thoughts arose about the data, I wrote them in a notebook 
in an attempt to maintain a ‘bracketing’ off of any preconceptions I might have been making.  
This note-taking was something I could go back to later on in the analysis process but I tried 
to keep it aside to allow me to be with the participants and be able to describe at the next step 
what it was like for them. 
Step two involved re-reading the transcript, with the right-hand margin being used to 
annotate what was interesting or important in what the participant said as a first-level analysis 
using description.  This may have included getting a sense of the person or the use of 
language.  I did not go back to the recordings at this stage as I felt that this would detract from 
describing the content and language.  If I had listened to the recording, I would be bringing to 
mind the personal experience of being with them at that time rather than exploring what they 
actually said.  The comments were as detailed as I could get without straying too far from how 
the participant was trying to make sense.  I tried to get an idea of what the experience was like 
for the participants as they spoke about their relationships with food.  I made notes on the three 
discrete processes that Smith et al. (2009) suggested which were descriptive, linguistic and 
conceptual, using a different coloured pen to distinguish each process from the others.  I found 
myself using various strategies during this process such as reading it backwards in an attempt 
to not get lost in a felt sense of what was being said which would have been from my own 
‘being in the world’. 
Step three involved reading the notes in the margin and checking it retained what the 
participant actually said.  The task this time was to identify emerging themes in the transcripts 
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noting them in the left-hand margin.  These themes were key words that captured the essential 
meaning of some passages and the notes I had made.   This process involved preliminary 
interpretations, perhaps with theoretical connections, but always maintained grounding in the 
words of the participant in order to avoid research bias (see Appendix F for sample of step two 
and three coding). 
For step four, the emerging themes were typed up in chronological order for each of 
the transcripts.  I then printed them off and read them through to see if I could cluster them 
into related themes.  I then retyped the list as clusters giving each cluster a superordinate 
theme.  This process is referred to as “subsumption” by Smith et al. (2009), as I took an 
emergent theme and made it a superordinate theme.  Again, these were checked in the 
transcript to ensure it was backed up by what was said.  This was then put aside before starting 
on the next transcript. 
Step five is moving to the next transcript and keeping in mind that new themes 
sometimes emerge in the next interviews.  It was important to bracket off any ideas about the 
pervious transcript before moving on and keep oneself open to new themes that may emerge. 
Step six involved looking for patterns across all of the cases and drawing up a table of 
master themes for the whole group (Appendix H for table of master themes). To do this, the 
superordinate themes had been written on post-it notes with a different colour for each 
participant. These were then stuck on my study wall and studied and moved around into 
meaningful clusters (Appendix G for a photo of part of this process). This process was repeated 
many times as I attempted to get a feel for what the essence of the experiences was that could 
be meaningfully captured by a number of master themes.  This process eventually led to the 
master themes, as highlighted in the analysis chapter. These included two opposing 
superordinate themes due to the growing sense as I studied the data that there were tensions 
within and across the superordinate themes captured. This helped to make sense of the data 
in a meaningful way. When writing up the results the themes were then expanded as a 
narrative account making sure that it is clear which parts were what the participant actually 
said and which parts was the researcher’s interpretation (Smith & Osborn, 2003). 
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At the analysis stage, the aims are twofold.  Firstly, it is an attempt to describe the 
experiences of a specific relationship but keeping in mind that this is a co-constructed process 
between participant and researcher. Therefore, the initial stage is to produce “a coherent, third-
person, and psychologically informed description which tried to get as ‘close’ to the 
participant’s view as is possible” (Larkin, Watts & Clifton, 2006, p. 104).  Secondly, it is to 
position this description in the wider literature, and in doing so provide a commentary on how 
the participants are making sense by using critical and conceptual interpretations (Smith & 
Osborn, 2003). This was achieved in the discussion chapter. 
 
2.8 Validity and quality 
Yardley's (2000) paper on ensuring validity in qualitative research is the main text used to 
consider the validity of this current research study. The criteria that is held to be one way of 
checking validity is outlined here along with my response in how this research meets the 
criteria. 
 
2.8.1 Sensitivity to context 
This involves the sensitivity of the social context, the nature of my involvement, the balance of 
power and how I may have influenced the participants’ actions.  The social context was 
considered in terms of where I met the participants for the interviews, which was somewhere 
familiar to them and where I was seen as an incomer. The diabetes clinic was chosen as it 
was also where the psychologist who ran the mindfulness course was based.  My engagement 
with the data also required a sensitivity to context and this was achieved by a prolonged 
immersion with the data in the analysis stage as outlined in this chapter. I also considered the 
potential influence I may have had on the co-production of data including the balance of power 
issues and on the interpretation of the data in my reflexive piece. 
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2.8.2 Completeness of data collection, analysis and interpretation 
This refers to the sampling considerations and whether the sample size was adequate to 
address the research question. It also refers to whether transparency in the methods used and 
the analysis were discussed. This also requires a sense of coherence across the whole 
approach from research question to analysis.  There are no prescriptive notions of how large 
a sample size needs to be in IPA (Smith et al., 2009). The sample size of six to eight people 
from a distinct population of people was however in keeping with suggestions that this is 
adequate for the purposes of a Doctorate in Psychology thesis (Turpin, Barley, Beail, et al., 
1997).  The discussion in this chapter on the choices made for using IPA, including step-by-
step details of how the data was coded and analysed, is included.  The analysis chapter 
presents a number of excerpts from the data generated for the readers to discern for 
themselves the themes identified.  It is hoped that the way this chapter is set out lends itself to 
a narrative that flows logically from the research question through to the analysis. 
 
2.8.3 Reflexivity 
A reflective piece is included at the end or within each of the chapters for the purposes of 
transparency on personal interests and motivations in relation to the research topic. 
 
2.8.4 Is the research important? 
The contribution that this research is hoping to make is mainly on the clinical practice involving 
counselling psychologists who are involved in the care of people with diabetes.  The 
considerations of the use of mindfulness as an intervention with this group of people as well 
as other population groups may be informed by this research as we understand participants’ 
experience of such interventions more ideographically. 
 
2.9 Ethical considerations 
This research was guided by the BPS Code of Human Research Ethics (2014).  These 
guidelines are presented as a set of principles which are considered here: 
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2.9.1 Respect for the autonomy, privacy and dignity of individuals and communities 
This requires that an informative sheet is provided to the potential participants so that they are 
clear about what it is they are being asked to contribute to. The participants were also told 
about how their data will be stored and the time limits on having their data withdrawn from the 
study.  They were also made aware of the possible impact that this study may have and where 
assistance can be obtained.  They were informed that their data will be confidential and 
anonymous but would be traceable by the researcher should they wish to withdraw their data 
within the prescribed time limit.  These were addressed in the information sheet, recruitment 
letter and advert and consent form for participants in Appendices C, D and E. 
 
2.9.2 Scientific integrity 
This requires that the research is of sufficient high quality and that there is an awareness of 
potential risks and how these will be addressed.  It was clear on the information sheets that 
the researcher was a student at City University of London, and there were details of how to 
complain or raise issues with the university with email addresses and phone numbers and a 
named person to contact. They were informed of services that were available to them should 
difficulties have arisen as a result of taking part in the research. These details were included 
on the sheets given to the participants in Appendix C. 
 
2.9.3 Social Responsibility 
There may have been some unexpected consequences of this work and so it was important 
to work closely with the supervisor, and to be self-reflective throughout the process by keeping 
a journal. 
 
2.9.4 Maximising benefit and minimising harm 
It was not expected that the participants would be exposed to harm that is greater than is 
encountered in everyday life.  The researcher was aware of the power difference between the 
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participant and researcher and was sensitive to this.  If any distress was caused unwittingly 
they were encouraged to use the services available to them in the diabetes service (Appendix 
C). 
 
Ethical approval was sought and given by City University of London and by the NHS HRA and 
REC ethics board (Appendices I, J and K). Permission was also sought and given by the 
providers of the mindfulness course at the trust from which the participants were recruited via 
a peer review by the consultant in diabetes (Appendix B). 
 
2.10 Reflexivity 
2.10.1 Methodological reflexivity 
I had had no previous experience prior to the Doctorate course in qualitative methodologies 
and was curious about what it could tell us about any particular research question.  I had 
experience with quantitative methodologies and the attempt to be ‘certain’ about outcomes 
and backing this up with evidence.  However, when I began to think more deeply about the 
epistemological and ontological concerns I realised that I had taken a positivist stance without 
question.  I began to question this world-view and how it positioned me with not just what I 
thought I knew but also how this translated in how I had been with clients.  I did not find the 
philosophical discussions around phenomenology easy and found myself having to go over it 
many times to really appreciate the essence of this particular stance.  The more I read, the 
more I realised that it made sense to be able to engage in research that helped develop a 
perspective on a particular area of concern that came from the participants themselves.  I also 
appreciated that I had an influence on the data collection process and the interpretations made 
as it was not possible to be a disembodied mind operating independently from the environment 
(Spackman et al., 2014).  I soon realised that this was not as easy as I had at first assumed 
and struggled at every stage from the development of my research question to the discussion 
of the analysis. 
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The particular methodology I used is informed by the epistemology, or the way in which 
things can be known, which in light of the question being asked I have assumed that we can 
know the world by how we experience it.  This critical realist epistemological stance subscribes 
to the view that there is an independent real world but that our understanding of this world is 
constructed by our perceptions and beliefs (Maxwell, 2012).  However, this view is subject to 
revision as I continue to develop my understanding of the philosophy of phenomenology and 
grapple with the question “How do I know that there is an independent real world?” I do 
subscribe to the relativist ontological stance, which influences the critical realist epistemology, 
suggesting that the way the world is, is determined by how a person experiences a given 
phenomenon and that there may be different interpretations of the same event (Willig, 2015). 
This ontology seemed key to underpinning the methodological choice of using IPA as it was a 
good fit with an area of interest which thus far has produced a variety of conclusions. 
 
2.10.2 Personal reflexivity 
Being aware of the potential influence of my “being” on this research is important.  It occurred 
to me that I have a dual relationship with diabetes:  as a professional and as a daughter of a 
woman who has diabetes.  I am aware that my mother seems to have great difficulties in her 
self-care despite all the constant trips to see the GP.  She is an intelligent woman and is usually 
very active, and yet she nor I cannot work out what is making her self-care so difficult, in 
particular the way she relates to food and what it means to her.  It struck me when I was putting 
this research together that I have never sat down with her to listen to what her experience is 
like.  The reason for this is that I think I would find it hard to bracket off being her daughter and 
would want to rescue her by giving well-meant advice, even though I know she will ignore it.  
Then I realised just how much she ignores medical advice and that she is always using herself 
as the expert not others.  This inevitably leads to frustration for both parties and potentially to 
harm.  My mother can barely walk sometimes due to her inability to control her diabetes.  It 
was only when I helped run a mindfulness course recently for people with diabetes I was struck 
by the very real sense of change in the participants, in how they were in the room and how 
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they spoke about themselves and their lives with diabetes.  This felt sense of change was not, 
however, upheld by the various measures that we had given out prior to the course starting 
and finishing, i.e. PHQ9, GAD7 and PAID.  Nothing had changed and in fact for some, it 
seemed to have gotten worse.  I found myself confused by these results given what I had 
heard from these participants.  At first, I had assumed that this meant the course was 
ineffective but I knew that this conclusion did not reflect my observation, so I decided that I 
would like to find out what is going on. I needed to find a way of capturing this difference that 
otherwise may be lost. I do not have diabetes and this has often been pointed out by my mother 
to keep me from giving further advice.  I do not understand what it is like to live with diabetes 
and all too often I have defended myself from this position by assuming that she does not 
understand what it is like to live with diabetes. Therefore, this study is to meet that lack of 
knowledge head on and to step back and to exercise the Heideggerian Da-sein (being there). 
Another aspect of this need to bracket off prior knowledge includes my personal 
experience and relationship with food.  I have to eat and as such, have personal meanings in 
place about food which fluctuates according to current thinking and research on what is good 
or bad for you.  I am very conscious of the media’s portrayal of people with diabetes and those 
who are obese or overweight.  The quote at the beginning of the literature review highlights a 
view of people who have diabetes as potentially bringing the NHS to bankruptcy.  I share the 
world in which such headlines are apparent to the participants.  I also share the confusing 
messages of what we should be eating even if I do not share the meaning they make of such 
information from the perspective of having diabetes. I too have attempted to change my diet 
at various times in my life.  I also struggle with temptations and cravings at times for particular 
foodstuffs.  I live in the same democracy and in the same part of London as the participants 
and I’m subject to the variety of foods available at all times of the day and night.  What I am 
not subject to is having diabetes and the experience of what that means either medically, 
socially, politically or psychologically.  The experience of this context of being in the world 
informs the meaning making of food and one’s relationship with it.  I am not immune to this 
and this was by far the hardest part of bracketing for me in this research.  What helped me to 
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bracket my experiences was to engage in the practice of mindfulness and to try to be present 
with the participants in the here and now when we met for the interviews. 
I have been engaged in mindfulness practice for the past 18 months and my biggest 
learning in that process has been to not rescue people but to let them be.  It is presumptuous 
of me to think I can rescue others and this realisation has helped me become a more 
compassionate therapist in my own practice.  When it comes to diabetes, it is generally 
expected that they are able to look after themselves relatively quickly.  They sit between two 
worlds, one of being expected to be self-managing and then also to be passive recipients of 
help when offered.  The role I had with the participants as I experienced it was ostensibly as a 
hands-off professional.  I was aware of the limited space in the office I used and moving our 
seats away from the desk was my attempt to bring a sense of parity.  However, the very 
presence of my papers, consent forms and recording device, plus the fact that they had to ask 
for me at reception and then wait for me, placed me in a particular power dynamic that was 
hard to avoid.  In response to this experience, I was conscious of engaging mindfully and 
respectfully and with genuine curiosity with each of the participants. 
I kept a journal to reflect on my research and as a way of being able to bracket off my 
assumptions and analyses, and maybe the temptation to listen out for echoes of my mother’s 
experience, and my own.  My academic background in developmental psychology and health 
psychology was also an influence I had to be aware of during the collection of data at the 
interview stage and in the first stages of analysis.  The interpretation stage invited me in as the 
researcher to help interpret it using my understanding which was influenced by my prior 
knowledge.  My non-diabetes status and role in the collection of co-produced data had to be 
kept in mind as a possible influence on how I saw the analysis. 
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CHAPTER 3: Analysis 
 
3.1 Overview 
This chapter aims to describe the master themes derived from the richness of the data 
collected.  This is my interpretation of the way the participants have made sense of their lived 
experiences and by utilising interpretative phenomenological analysis which resulted in 
arranging and rearranging the data until I began to make some sense of how the participants 
may have been interpreting their experiences.  What I drew out of this research was something 
that could be held together under one overall experience that was imbued in all of the data: 
‘Chaos: The embodiment of conflict’. 
This tension is held throughout the data, giving way at times to chasing childhood 
memories or raging against the attempts to control and instil some discipline on themselves, 
or giving into pure indulgence of a passion for food in an almost fetish-like way.  I have 
attempted to reflect these themes in the diagram in Figure 1. 
 
     Master Themes Superordinate Themes 
 
Chaos:	The	embodiment	of	conflict
Agony	and	Ecstasy
Passion
Kindly	self-harm
Vulnerable	and	undisciplined	child
Craving	the	taste	from	childhood
Not	to	be	trusted	with	food
What	has	mindfulness	ever	done	for	me?
Learning	something	new
I'm	unconscious	when	eating
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Figure 1. Illustrating the master themes with their superordinate themes being pulled 
together with the overarching theme of ‘chaos’. 
 
What seemed to emerge from the data is that chaos reigned in most of, if not all of, the 
participants’ relationships to food long before the mindfulness course and even before being 
diagnosed with diabetes.  What this research aimed to convey is how the participants, all of 
whom had type 2 diabetes, experienced their relationship with food following a mindfulness 
course.  The historical perspective of the relationship with food in the data helped to position 
the relationship prior to diabetes and mindfulness, which had, for many of them, only served 
to add the experience of confusion to an already chaotic relationship.  Each participant seemed 
to have experienced a ‘push – pull’ type of relationship with food which was expressed as a 
degree of ‘Agony and Ecstasy’ in the relationship which was often secretive and hidden from 
others.  This ‘passion’ and ‘kindly self-harm’ with food had overtones of being fetish-like in 
nature with consequences that made some participants experience feeling like criminals and 
debased as they experienced the agony of their ‘passionate affairs’. 
 
This leads into the other master theme of ‘Vulnerable or Undisciplined child’ where the 
childlike qualities of participants’ relationship with food is described.  The experience of 
continuing to seek and crave the taste from their childhoods (‘Craving the taste from 
childhood’) whilst not feeling they could operate the discipline of a mindful approach after the 
course finished or even be trusted with food (‘Not to be trusted with food’) conjured up the 
sense of some of the participants as ‘Vulnerable and Undisciplined Children’. 
 
The introduction of mindfulness to these participants seemed to again have been 
experienced with some ambivalence. The third and master theme ‘What has mindfulness ever 
done for me?’ reflects on the experiences of the participants inasmuch that although attending 
the course was described by most of the participants as enjoyable, the effect it had on some 
of their relationships with food was described as being limited to experiencing a heightening of 
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awareness of what they were doing.  This heightening of awareness for some was described 
as an increase in their experience of pain and shame with themselves rather than leading to 
any beneficial changes.  This was reflected on by the participants with an appreciation for 
mindfulness in the superordinate theme ‘Learning something new’ but in their actual 
relationship to food, thinking was experienced as painful for some which made the eating of 
food an easier solution to dealing with difficult thoughts.  Some participants described how 
being an ‘unconscious’ eater was preferable than the battle with their thoughts as highlighted 
in the ‘I’m unconscious when eating’ theme.    
 
3.1.1 Summary 
Chaos did not seem to retreat when diabetes and mindfulness came along, it held all 
of the experiences even more tightly together as some participants became more aware of 
what they were doing. For some, this was described as resulting in pain and anger and ‘sticking 
two fingers up’ at mindfulness.  Others described a decline in caring, or to manage a shift in 
their focus to other matters in their life that meant learning to live in an unhappy or reluctant 
relationship with food. 
 
Pseudonyms and the blanking out of any identifying data are used throughout the 
thesis to protect the identity of the participants. Where participants have used their own names 
in the quotes, I have placed their pseudonym in brackets instead e.g. [Cheryl] as this makes it 
easier to read. 
 
Box 1 explains the legends used when making direct quotes from the participants.  After 
each quote the first letter of the pseudonym used for the participant is followed by the page 
number, then the line number from the transcripts of the interview. For example, K:6:173-181 
denotes that the quote is from Kevin’s interview page 6, lines 173 to 181. 
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Box	1:	Legend	used	in	quotes	‘…’	indicates	a	pause	(…)	indicates	missing	data	
 
Box 1: Legend used in quotes 
 
3.2 Agony and Ecstasy 
The ‘Agony and Ecstasy’ theme reflected the darker side of the participants’ 
experiences and demonstrated the passion and the anger they felt with themselves and their 
relationship to food and how passion had a carnal and physical pleasure to it.  It helped capture 
the fetish-like or illicit nature of their relationships with food.  The two superordinate themes of 
‘passion’ and ‘kindly self-harm’ is an attempt to separate the pleasures of food from the 
experience of harm or shame that was felt by many of the participants following pleasure.   
 
3.2.1 Passion 
The relationship with food for many of the participants came with a very physical 
relationship involving many of the senses and a seeking of sensations.  Sandeep illustrated 
this when he said: 
 
“…when I have been bingeing on food, it can be pretty awful (…) I have all sorts 
of rubbish (…) it’s not doing me any good (…) I think that it’s sort of the physical 
fact of, sensation (…) seeking a sensation.” (S:10:266-284) 
 
Here, he was very aware of the ‘rubbish’ he was eating and he spoke about this idea 
of ‘seeking a sensation’ in a very deliberate and thoughtful way as he brought this experience 
to mind.  The struggle in finding the words to articulate this experience was possibly part of the 
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reason for the eating as it may have been beyond words or unnecessary for words and 
explanation and more about the physical experience of sensation.  What the sensation was 
exactly was left undefined apart from being one that was deliberately sought after.  This brings 
to mind the idea of craving and the need for quick fixes which is something Barbara was familiar 
with. 
 
“…sweets, sweet stuff. Mainly chocolate. Quick easy fix.” (B:7:189)  
 
This ‘quick easy fix’ again involved the possible seeking of a sensation and therefore not 
something to be dwelt upon. 
 
“…in the mouth, swallowed before you (…) before you even think about it.” (B:7-
8:191-193) 
 
This conveyed the idea that either thought might get in the way of the ‘fix’ or that there 
was just no time for thought.   
 
This conflict between the agony and the ecstasy was something that all the participants 
described feeling at some point.  Kevin spoke about the irresistible nature of food from a young 
age and then as an adult he had developed a particular passion for drugs and alcohol which 
he felt was later replaced by food: 
 
“I had a bit of a pash for cocaine and alcohol and (…) I did find out that there 
was a direct segway from, er, what had been cocaine and alcohol to food.  It 
was just like two wedges, you know, and I went (illustrates with hands) 
(Researcher: The one stopped and the other started?) Yeah, exactly.” 
(K:4:105-114) 
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This reflected the degree of ‘ecstasy’ he derived from food and how closely he related 
the way he used food to the use of illicit substances which were addictive in nature.  This 
concept of addiction is continued with other participants.  Aja spoke of the craving she 
experienced which was repeated over and over in the interview, often as a reason why she 
ate, what she ate or as an example of perhaps how helpless she is in denying herself what 
she craved: 
 
“I just crave for that taste (…) Just that taste. I’ll just want that taste.” (A:3:64-
78) 
“I just want to taste that.” (A:4:108-109) 
“Just enjoy eating and I just enjoy eating. I can’t help it.” (A:6:137) 
“I thought I have to have it. I couldn’t help it. I couldn’t resist it. I had to…” 
(A:7:174-175) 
 
The repetition of Aja in describing the ‘wanting’ of a taste gave the impression of an 
almost desperate plea for understanding. It could also be interpreted as a cry for help as she 
repeated the word ‘just’ which had the effect of conveying a sense of helplessness.  She went 
on to express some concerns about her addiction when she said: 
 
“…the sugar feeling goes to my head. I’m addicted to the sugar (…) I’m finding 
it difficult to come off the sugary stuff.” (A:12:279-288) 
 
The description of craving and addiction was emphasised in the way she described the 
difficulty of ‘coming off’ her addiction, rather than say, ‘not having it’, or ‘having less of it’.  It is 
terminology one would apply to addictive behaviour such as drug use. She later went on to 
explain how she viewed sugar and to describe in some way her continued use of it: 
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“…you know like when you have medicine… (Researcher: Ummm) …and you 
have that pain and it goes away. That’s what it feels like. I feel it’s like medicine 
pain really (…) feel relieved after the… when the… my hunger’s been fed.” 
(A24:571-577) 
 
Food is being directly likened to a drug, in this case a legitimate ‘medicine’, in order to 
treat a physical complaint, ‘hunger’.  The association between food and drugs is a strong one.  
Hunger is also perhaps perceived as being not normal, or a condition requiring a special kind 
of intervention. 
 
The participants’ passion for certain foodstuffs did not seem to be carefree or 
nonchalant, as the conflict between feeding a passion and the repercussions was often very 
painfully apparent to them.  Jacinta typified this when she expressed how she goes looking for 
sweets at night with a sense of desperation: 
 
“Sometimes I say to myself, no, I have a large packet of nuts and raisins also a 
variety of nuts and, um, I will try to use those instead, you know, try to leave the 
sweets and sometimes I can manage so well and sometimes, you know, 
sometimes 10 o’clock at night I say, I must go out and get some sweets…” 
(J:9:188-194) 
 
As with Aja, there is that sense of desperation when she described the trying to ‘use’ 
something else, again conjuring the image of a drug addict ‘using’ substances as a type of 
substitute therapy.  The difficulties she experiences is also continued when she uses the word 
‘leave’ when talking about the sweets, which she does until it gets to a time when she cannot 
‘try to leave the sweets’ and ‘must go out’ into the night to feed her cravings.  Jacinta described 
a very pleasurable feeling from feeding these cravings which conjures up a physical pleasure 
derived from the sensation of taste:  
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“I think it’s the taste (…) the taste of, I don’t know. It gives you sort of comfort, 
you know, it makes you feel good.” (J:19:456-459) 
 
She explained later what she believed was the driving force of this desperate searching 
for something to help her. She described an experience which she and other participants felt 
was part of the relationship with food: 
 
“I have this overwhelming feeling that I am not in a good place, I’m not happy 
and I want to be happy and it’s just go and find any food (…) the fastest thing I 
can find, any unhealthy things (…) I just want that, those, you know, I just like I 
need it, this is going to keep me from screaming or being, doing something 
ridiculous. I just need… I’m so anxious, I just need…” (J:20:477-493) 
 
The yearning feels very real, especially with the use of the present tense. It was as if 
she was experiencing these feelings right now. This idea of experiencing a force urging them 
to seek particular food stuffs was apparent with other participants too.  Barbara talked of how 
she used food in a number of ways.  She began by describing her relationship with food as: 
 
“Filling up a gap.  An emotional gap and a mental gap” (B:5:134) 
 
This way of eating was seen by Barbara as something that she did not feel she had 
much control over either: 
 
‘I think when you’ve, like me, eaten, not necessarily because you are hungry, 
but because you were eating for stimulation or filling the gap left between the 
emotional problem and the, the lack of intellectual stimulus, you dull, almost 
switch off the mechanism in the brain that says ‘you’re full’.” (B:13:354-358) 
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Here, she is expressing a dulling of her emotional and intellectual self through eating 
to fill a gap that perhaps should have been filled by other things, such as people or 
experiences. This ‘switching off’ as a phenomenon is explored further in the What has 
mindfulness ever done for me? section. 
 
The lack of control over the quest for something was often experienced as providing a 
degree of pleasure which for Vea, like Sandeep who spoke earlier of seeking a sensation, was 
often difficult to put into words: 
 
“…by having filling my stomach was oooh…” (V:6:138-139) 
 
Sandeep had a particular food that he found comforting and he tried to describe what 
it was about this foodstuff that he found so comforting: 
 
“I’m comforted by jellies (…) I like jellies, um… but they’re pretty you know (…) 
it’s just, just a nice thing to eat.  It’s just a nice texture, and colour and taste.  I 
suppose all foods have some kind of emotional content to them.” (S:25-26:675-
683) 
 
This searching for oral satisfaction is something that comes up again in the Vulnerable 
& Undisciplined Child theme, and for Jacinta this need to have a particular taste, as with Aja 
and Sandeep especially, is something that she described as having a direct effect on her 
mood: 
 
“…sometimes when… no reason, no apparent reason, I want coffee and I would 
put two sugars, yeah just (…) it makes me feel when I have the taste, it makes 
me feel, you know, happy (…) when I drink coffee I can’t sleep at night, but 
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sometimes still I go for coffee (…) I feel it lifts me a bit, yeah, lifts me out of that, 
more I taste while I’m drinking it, you know, it makes me release, like a bit of 
endorphins, make me, lifts me a bit.” (J:26-27:633-659)   
 
It may be the effects of caffeine or the sugary taste that is ‘lifting’ her but she had also 
made the connection that “my dad was a coffee person” (J:26:631-632) and this was 
expressed just before she began to describe the emotional lift that she got from coffee even 
though she otherwise does not drink it.  The idea of addiction was present in many of the 
participants’ descriptions of their relationships with food; sometimes it was in the drive or the 
urge to eat a particular type of food as in the above descriptions. However, sometimes as with 
Kevin, it was conveyed in how he described his battle with particular foods. 
 
“…I don’t want to sound too 12 step-ish, but it is a sort of Whack-A-Mole, er, 
addictive behaviour, where you manage to get your hands on to three of them, 
you know.  Was it, what’s the other analogy? You know, five, five pots four lids, 
you know, or, or, or, you know the Whack-A-Mole.  You can manage to keep 
some of them down but they all keep popping up.” (K:5:139-146) 
 
The use of the term ’12 step-ish’ immediately draws parallels with the Alcoholics 
Anonymous (AA)12-step  treatment approach for treating alcoholics and adds to the continuing 
sense of the participants battling with cravings.  Barbara noted the downside of these fixes. 
 
“Of course it didn’t work but even so (…) the habit of using it as a substitute 
was well engrained in me by then.” (B:6:136-137)  
 
This way of talking about the “habit” gave the sense of becoming hooked (“engrained”) 
on these “substitutes”. 
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This takes us into the next superordinate theme of ‘kindly self-harm’ and the personal 
battles and fights that many of the participants experienced, how they struggled to make sense 
of their experiences, and how they explained it to themselves as well as to me. 
 
3.2.2 Kindly self-harm 
In this section, the participants described the opposing experience to passion which is 
self-harm and contributes to the tension between feeding the passion at the same time as 
holding knowledge of the harm it is doing to them.  Sandeep described perhaps most vividly 
how he had understood his experience of cravings as “almost criminal” (S:26:693) giving it a 
darkness and depravity about it as he brought it to mind. 
 
“I think because I’ve had quite a dysfunctional life, um, it needed to fill a gap 
(…) triggers something (…) a craving, a craving, really just craving (…) I will go 
to… the takeaway and eat this saturate food, er, and also… then I go on the 
search for sugar, so I compound the crime, as it were, and it feels like a crime.” 
(S:5:103-119)  
 
Sandeep also described how he was disgusted with his cravings as he tried to describe 
his feelings and make sense of them in terms of perhaps a more acceptable way such as an 
eating disorder. 
 
“I must say there are times when I’m disgusted by myself, in that my, my, my 
cravings can be, especially this meat craving, can be over, overwhelming (…) 
there’s something almost criminal about it, um, there’s a revulsion there (…) I 
can understand why people deal with bulimia and things like this and then 
having anorexia and having revulsions for food as well as delighting in it, um, 
because it’s a powerful, it’s a powerful thing that we, er, we need and, and yet, 
you know, it can, I mean I remember there was someone told me there was 
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food that is hurtful, um, there’s hate food, there’s food that you eat because you 
are hating.  That hates you, the body… and you.” (S:26:683-702) 
 
It is striking the way that the use of eating disorder terminology seems to mediate the 
disgust, criminality and revulsion of food with the idea of food “that hates you”. It comes across 
like a reciprocal relationship and relating it to diagnosable eating disorders perhaps helps to 
make it more relatable. This idea of understanding the participants’ experiences as being like 
an eating disorder was echoed by Kevin.  He had a similar way of describing his relationship 
with food and the attitude he had towards it at times. 
 
“I think for every overeater there’s also, you know, the kind of anorexic mind-
set as well, so, you know, I consider myself to be an, an unsuccessful anorexic 
rather than a successful overeater.” (K:9:248-252) 
 
This very much conveys a sense of failure in his relationship with food in the sense that 
success would have meant being able to resist it (have anorexia) rather than give in to it 
(become an overeater).  It also acts as a way of moving Kevin away from just being someone 
who eats too much into the realm of not being able to fully control the mindset of rejecting food, 
which is possible what  he sees the anorexic as doing.  It conveys the idea of a desire to reject 
food but failing to do so.  This is not dissimilar to how Aja talks about eating. 
 
“Like it’s sort of like, I think, I don’t know, you could call it binge eating, I don’t 
know, but I feel like chewing (Researcher: Do you call it binge eating?) No (…) 
because I enjoy eating that’s why.” (A:6:146-151) 
 
Here Aja appears to want to introduce the idea of having an eating disorder (binge 
eating) but when it was given back to her to answer she seems to reject the concept because 
she enjoys eating.  This could suggest that Aja understands eating disorders to be the domain 
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of those who do not enjoy eating.  The concept of being in control or not was also present for 
many of the participants in how they experienced their relationship with food. The participants 
seemed to be experiencing  a constant battle of trying to exert some form of control over the 
craving and addictions. As with Sandeep, the disgust with self or other such negative feelings 
were a big part of this seemingly vicious cycle for Kevin. 
 
“I was in a constant state of battle, you know. I don’t want to do that. I’m not 
going to do that. Oh, I’m doing that again! You know, you know, it was that 
constant state of battle, oh I don’t want to do that.  It was, it was like overeating 
is my problem and the only solution I’ve got is overeating.  You know, and it 
was, you know, that’s oh my god, overeating makes me feel so unhappy, but 
the only thing that makes me feel happy is overeating.” (K:6:173-181) 
 
Many of the participants described the harm they were doing to themselves using vivid 
narratives evoking  painful, shadowy nature of this side of their relationships with food. 
 
“…there’s definitely the shower scene in ‘Psycho’, but there not being another 
person there.  You know, you’re doing it to yourself (…) so you’re stabbing 
yourself.” (K:11:319-324) 
 
This suggests not only a very personal and solitary way of behaving but a frightening 
scenario that he is faced with on a regular basis.  The reference to the film Psycho is an 
interesting reference to use as the main character carries out a horrific act because of guilt.  In 
this example, Kevin blames himself for stabbing himself.  In a similar way to Kevin, Sandeep 
is able to describe what happens to him and the dangerous nature of food. 
 
“It’s a poison that is delicious, you know, simply drawing me in, you know.  You 
see it on the shelf in the supermarket.  It’s drawing me towards it and the 
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flavours are, are, are triggering on my taste buds… but the bloatedness and 
the after effects are uncomfortable, um… and as I have diabetes, it, it, it is 
actually killing me, you know, it is doing something to my, my physicality that it 
shouldn’t, you know (…) it’s sort of cut, its self-harming (…) it’s a form of kindly 
self-harming.” (S:26-27:711-725) 
 
The use of the present tense increases the tension and sense of danger he constantly 
feels. He experiences being drawn in by some invisible force and is able to experience the 
taste and the effect it will have on his body, but there is no sense that he is going to stop it 
from happening.  He engages with the knowledge that it is doing something to him but, and 
perhaps with a sense of resentment, he also feels that this is something that “shouldn’t” be 
happening to him.  As some of the participants pointed out, this ‘self-harm’ was not done in 
ignorance but with a comprehensive knowledge of the facts of food and what it can do to them, 
both good and bad.  Sandeep, as with other participants, described understanding what 
foodstuffs were good or bad for them. 
 
“…because I’ve been around vegetarians and I’ve worked in health food stores 
(…) so I got to know things quite quickly, so I know what is good for me (…) my 
knowledge is, is pretty comprehensive.  I, I do have a good understanding of 
it.” (S:8-9:221-238) 
 
Cheryl described herself is such a way that conveyed herself as either one who takes 
a particular interest in good food and drink, or someone who eats and drinks to excess: 
 
“I’m a bit of a gourmand” (C:1:23) 
 
In the case with Barbara that she felt she had done everything asked of her to improve 
her knowledge: 
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“everything that was offered in terms of understanding diabetes, diet, well-
balanced eating, exercise, I did.” (B:11-12:307-309) 
 
This was the same for Kevin too who had described his unhealthy food choices as 
deliberate self-harm, and he attempted to explain that this was due to not applying what he 
actually knows about food. 
 
“I think the stab in the heart is certainly, er, eating foods which, you know, if I 
applied a modicum of common sense, I would understand weren’t necessarily 
good for me.” (K:12:352-355) 
 
These examples show how participants knew what food was good and bad for them.  
In looking for some evidence as to why this knowledge was not enough to change eating 
behaviours, Sandeep for example, described how his use of food was intrinsically linked to his 
thinking; in particular, how conscious he is of himself and in himself. 
 
 “I think it reflects the sort of pattern of thinking that I am in at that time (…) 
typically self-destructive (…) not happy with myself or with the world around me 
(…) so the way of dealing with that is to sort of do bad things to myself, not in 
the sense that, you know, go out and hurt somebody else or seriously hurt… 
well I am hurting myself but it’s only, it's like small pain.” (S:11:298-307) 
 
Kevin also described just how conscious he was of what he was doing to himself: 
 
“It was addictive behaviour, compulsive obsessive, you know, eating, um and 
quite conscious… quite consciously self-destructive in some ways. It was kind 
of like, it was a long slow suicide rather than a short fast one.” (K:4:118-122) 
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The description of his relationship with food as being like a “long slow suicide” was a 
poignant one.  He describes using food not only as a weapon, but using it as a means of ending 
the distress he felt seemingly in the absence of an alternative way of living. Sandeep 
articulated how he understood what made food and his relationship to it so dangerous: 
 
“It’s not so much the food itself, but it’s the sort of attitude toward it, you know, 
like the attitude toward an éclair, a chocolate éclair I shouldn’t be having 
because it will kill me (…) it’s a poison that is delicious (…) it is actually killing 
me.” (S: 26/27:705-716) 
 
Aja also described what she was doing to herself in a similar way, but she also identified 
how she could be in denial which went some way to maintain her current relationship with food: 
 
“Like I know it’s like a hidden killer. I’m aware of that. I know it can affect you 
neurologically (…) but for some rhyme or reason it’s not affecting me.” 
(A:13:295-298) 
 
The experience of believing that what she ate was not affecting her was apparent. On 
one hand she realised that sugar was a “hidden killer” but still experienced surprise (“some 
rhyme or reason”) that if there was any effect it was unseen.  The denial of any harm being 
done was preferable to the disapproval of self as Aja expressed. 
 
 “I’ll just get on with it.  I don’t punish myself or anything.” (A:8:192) 
 
Sandeep recognised and held the tension between the idea of feeding a craving and 
the harm it was doing to him: 
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“…it’s sort of cut, it’s self-harming (…) it’s self-harming (…) it’s a form of kindly 
self-harming (Researcher: So, on one hand it’s…) it’s absolutely beautiful… 
and then on the other hand it’s self-harming, you know. The two are gelled 
together.” (S:27:720-730) 
 
What has come out of the participants’ experiences is that the desperation for 
something like all cravings and addictions has only a short-lived effect.  For Sandeep, the 
longer-term effect on how he saw himself was profound. 
 
“I must say there are times when I am disgusted by myself (…) there’s 
something very debasing (…) about doing stuff like that.” (S:26:683-692) 
 
Similarly, for Jacinta, she was painfully aware of the aftermath of giving in to the cravings. 
 
“Yeah it works, it works sometimes, but sometimes the guilt.  I know I shouldn’t 
be doing this.” (J:20:496-497) 
 
Jacinta did not describe any physical repercussions, but she described feeling the guilt 
of knowing she had gone against the knowledge she had been taught. These descriptions in 
how the participants related to food was often referred to starting in their childhood and how 
this attitude to food had remained unchanged to a great extent. 
 
The ‘Vulnerable and Undisciplined Child’ is another master theme reflected throughout 
the interviews and across all participants as a source of conflict and attempts to meet needs 
that for some seemed unable to be met in other ways.  
 
3.3 Vulnerable and Undisciplined Child 
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One of the most striking aspects of how the participants described their experiences 
with their relationships to food was how it reminded them of their childhood.  The child-like 
aspect was heightened for a number of participants who described that they needed others to 
prepare the food or that they could not be trusted with food.  These tensions are held across 
the two superordinate themes of ‘Craving the taste of childhood’ followed by ‘Not to be trusted 
with food’.  
 
3.3.1 Craving the taste of childhood 
The craving of the taste of childhood was described by most of the participants as a 
conscious experience of taste, such as sweets or particular meals.  Vea was able to articulate 
very clearly what her experience was like when it came to maintaining a relationship with her 
mother who had died when she was 13 years old. 
 
“…so, to me, giving her back something in life, I was eating for two.  Instead of 
having one glass of wine I’d have two glasses of wine, so I was eating for 
comfort, comfort, comfort eating” (V:2: 31- 35) 
 
The idea of “eating for two” initially brings to mind the image of a pregnant woman and 
yet for Vea she is carrying her mother not a child.  She described it as an almost inaccessible 
pain of loss that was deep down in her “lower” stomach and this was therefore the place she 
had to ‘feed’ in order to keep her mother alive so that she could look after her and comfort her. 
 
“I used to carry a lot of pain in my stomach, in my lower stomach, but ever 
anything happened in life I used to turn to food for comfort because my mother 
was never with me. I couldn’t talk to my mother and I used to believe people 
used to pick on me because I haven’t got a mother.” (V:2:44-49) 
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This voice of the ‘vulnerable child’ was apparent in other people’s accounts too, and 
often in the context of loss.  Kevin had been cared for by his grandmother and he was able to 
link the associations he had of food to the comfort this gave him. 
 
“I think there is a comfort thing with food. I think, you know, that is the sort of, 
you know, that’s the sort of, er, relationship with my grandmother and food and 
stuff like that when she was… that there, you know, is the care and love 
associations with food and therefore by feeding myself, I am loving and caring 
for myself…” (K:11:310-316) 
 
The association of childhood losses was a key theme. For some it was the loss of a 
parent or carer through death. However, for others, for example Sandeep, it was the 
association of the country they came from when talking about certain childhood foods: 
 
“That’s really comforting, especially on a dark climate like here.” (S:8:200-201) 
 
In some cases, it was the loss of stimulation and affection from parents.  Barbara 
expressed a relationship with food that was a chore, a thing to get done, and this was reflected 
in how she experienced meal times with her parents (the “couple”) when she was a child. 
 
“…you sat down at meals together, but there would often be tension.  The 
tension of perhaps lack of communication or non-speaking between the couple, 
um, also I think some tensions inasmuch as it was a very enclosed, um family 
unit, which didn’t have too much outside social contact.” (B:2:37-42) 
 
Perhaps the rather distant sounding relationship Barbara had with her parents 
influenced her relationship with food. She talked about the needs she had which were not met 
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by “the couple” and how she had looked to food to give her all the things she did not have as 
a child. 
 
“Filling up a gap. An emotional gap and a mental gap (…) and of course it didn’t 
work but even so, the, the, the habit of using it as a substitute was well 
engrained in me by then.” (B:5:134-136) 
 
Again, the idea of food as a habit and something to be ‘used’ permeates descriptions 
by Barbara and others. Barbara expanded on this in more detail as described food as a way 
of loving herself and being loved. 
 
“There’s something in my mind from my childhood, food equals love. Food, 
plenty of it. Food, lifestyle equals a way of expressing love (…) if there is no, 
what shall I say, um, physical demonstration, verbal demonstration that you’re 
valued and loved, it, it becomes a way of saying that you are and I’d buy sweets 
every week, you know, I’d go and buy a box of chocolates when I’m out (…) 
because there was that lack of it, which I’ve had to work really hard to recover 
for myself.” (B:15:403-413) 
 
The sadness that permeated the experiences that the participants had in their 
relationship with food and the continued efforts to rekindle something or even to start a 
relationship that never had existed, as with Barbara, is part of what most of the participants 
described. They are heartfelt and have a desperation about them.  Jacinta lost her mother just 
as she was becoming an adult. 
 
“Just before I was twenty one, um, she died (…) it was like, I didn’t realise it 
was a coping mechanism (…) I just kept eating and going to bed (…) and I find 
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it, you know, I don’t know if that is what’s happening and now I can’t really get 
out of this depressive moods, you that, that’s haunt me so much.” (J:4:79-88) 
 
Although I could sense the vulnerability in all the participants when we spoke, this was 
particularly noticeable for Jacinta.. Her use of ‘haunt’ captures a sense of being enveloped by 
these inescapable moods that she continues to experience. 
Vea described how her experiences with food had made her realise just how much her 
relationship with food had potentially been about replicating her relationship with her mother. 
 
“I used to turn to food for comfort because my mother was never with me.” 
(V:2:45-47) 
“I was living my life in my mother.” (V:3:61)  
 
She also described how that ‘internal mother’ which she carried in her stomach was 
 
“…because I had pain, I missed my mum so to me your mum was there.” 
(V:4:112-113)  
“…by having filling my stomach was oooh that’s where all my pain was and why 
I’m saying that to you, on reflection now the night my mother died, I was by her 
bed and (…) as she’s dying I just held on to my stomach.” (V:6:138-142).  
 
Vea spoke as if someone else was speaking for her at times which was noticeable 
when she said “your mum” rather than ‘my mum’. 
 
Whether food was conceptualised as a coping mechanism borne out of some sort of 
grief or loss, it did seem to stem from participants’ much earlier lives but kept alive in the 
present with food.  Like others, Sandeep spoke about the type of foods he would crave in a 
way which implied that he had not moved on from being a child. 
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“…even now I, I , I go to the shop and buy Wagon Wheels, which is sort of a 
reminder of my childhood.  The flavours haven’t changed (…) it’s a craving for 
a particular taste…” (S:2:47-51) 
“I’m still a child, I still go down to the sweet shop and buy… a savoury pie and 
a, a Lion Bar for lunch and eat that…” (S:18:485-487) 
 
3.3.2. Not to be trusted with food 
This theme of not being trusted with food begins with Cheryl, as she said the way she 
deals with food was to not keep it indoors. 
 
“I go into Waitrose… I don’t keep food in the house.  I use it as my larder.  I call 
it the larder.” (C:11:273-274) 
 
Cheryl came over as very matter-of-fact about this idea of treating a nearby 
supermarket as her larder.  The supermarket became an extension to her and of her home as 
if it was a possession to perhaps compensate for the lost one.  The idea of not being trusted 
with food was continued as she often referred to her eating as ‘naughty’ which was reminiscent 
of quite a childlike way of talking about herself and one that conjures up the perception of an 
undisciplined child.  
 
“I usually eat in front of the television, which is very naughty…” (C:13:337-338) 
“…sometimes in the week if I’m feeling naughty er bacon and tomatoes…” 
(C:15:385-386) 
“I was naughty this morning, I had another piece of toast…” (C:16:412-413) 
“I was very naughty the day I came back, this is a very naughty week (…) very 
naughty when I came back.” (C:17:437-439) 
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This way of talking to herself was also extended to a dietician who had given her some advice: 
 
“…stopped me from eating taramasalata.  She said very, very naughty, so that’s 
a treat as well sometimes.” (C:19:501-502) 
 
There is something very childlike in the way she spoke about herself and to herself that 
was quite striking by virtue of the repetition of the word ‘naughty’. But she also concerted if 
from being “naughty” to being a “treat”, which may have been her attempting to be loving 
towards herself. 
 
Sandeep’s way of relating to food, as mentioned in the previous section, was possibly 
his attempt to stave off some really distressing thoughts he had about himself. This would often 
result in what can be interpreted as an undisciplined childlike way of eating. 
 
“…so, grabbing whatever’s available to me in the kitchen and, and stuffing it in 
my mouth and then going back to sleep.” (S:13:344-346) 
 
This conjures up the image of a baby being fed and then going back to sleep as if it 
has a soporific effect on him.  This way of eating to calm oneself as if they were a child or even 
a baby is something that Aja seemed very prone to as she talked about ‘wanting the taste’ or 
feeling the need to ‘just chew’.  It created a visceral sense of oral satisfaction that comes 
through producing a sense of almost complete disregard for anything else or the 
consequences; an almost primal need. 
 
“I keep wanting to, to have those taste, you know, that taste that what I had in 
my childhood, er, now I just crave for that taste.” (A:3:62-64) 
“Even if I’m not hungry I’ll go and have it because… I just want to taste that.” 
(A:4:107-109) 
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“Just enjoy eating and I just enjoy eating. I can’t help it (…) I don’t feel anything 
but I feel I need to chew. I don’t know why. I just need to chew (Researcher: 
Right) Like it’s sort of like, I think, I don’t know, you could call it binge eating, I 
don’t know, but I feel like chewing.” (A:6:137-147) 
 
The taste for Aja is more important than the hunger or anything else.  This entering into 
a childlike or primal state had the effect of a relinquishment of taking responsibility of the 
consequences. Maybe what she is describing is that she just gave up trying and failing. 
 
“That’s what I’ve noticed with me that I have to have somebody or I have to go 
to a session.” (A:18:434-435) 
“I do sometimes feel I can’t be bothered to (…) eat certain foods and not eat 
certain foods. Eat the certain set amount (…) because I am enjoying it so much, 
I want more of it and then I get full.” (A:19:447-454) 
 
Aja did wish she could help herself, but to do that was not about the lack of knowledge, 
as mentioned above, but the lack of will to make the changes necessary.  This seems to require 
an attitude change which she just did not feel able to affect. 
 
“…having sugar will affect my liver or my body or because I’m aware of all those 
things, I am, it’s just, I don’t know how to get myself round to taking it seriously 
(…) I don’t think I’m taking it seriously because I can’t… I don’t know what to… 
how to… I don’t know how to take it seriously…” (A:32:761-767) 
 
It is as though ‘taste’ is the opposite of ‘taking it seriously’ which would make taste the 
same as misbehaving. his childlike vulnerability reverberates throughout the accounts. Kevin, 
for example, was fully aware of how his relationship with food was a re-enactment of his 
	 105	
childhood.  He started by recounting how this relationship changed after his grandmother  (his 
main carer) died. 
 
“My grandmother did die when I was reasonably young, about 12, which you 
know, was quite devastating for me.  Um, my mother was still working and I 
started looking after myself (…) I often cooked something for myself (…) pretty 
awful stuff (…) it was just sort of you know, whatever it was, cheese on toast or 
(…) I had a fondness for curries which of course meant the house stank of curry 
the whole time, although I never noticed, you know, just frying onions and 
putting curry powder in and bits and pieces.” (K:2-3:46-68) 
 
Kevin’s childlike way of looking after himself reversed in adulthood as the thing that is 
harming him. There was a sense of being oblivious of his surroundings (“I never noticed”) and 
a slightly chaotic sounding way of feeding himself almost like he himself was in ‘bits and pieces’ 
and this is how he held himself together.  This way of eating continued into adulthood  
 
“Because, you know, the mindset, you know, it’s like ‘Well it’s better not to eat’, 
you know, and then when you do eat, ‘Oh fuck it’s all gone wrong, so I’ll just 
eat’. You know what I mean? So it was like ‘Oh I’ve broken it’ so I’ll press the 
‘Fuck it’ button now and just go for it.” (K:9:255-259) 
 
Vea seemed uncertain in her constant questioning style as she considered her 
relationship with food and wondered, for example, if it was also a way of keeping herself safe. 
 
“I said to myself, did I kept her in me so that I do nothing bad in my life?” 
(V:21:537-539).  
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This interview was a very reflective experience for Vea as possibly indicated by the use 
of questions which were to herself rather than to me.  The idea of keeping her mother in her 
seemed to be understood by Vea as a way of keeping herself disciplined and therefore safe.  
Barbara, however, described how she does not find food satisfying and part of the reason for 
that is down to her experience of feeling a lack of confidence with food and a sense of therefore 
not to be trusted with food. 
 
“I’ve not fully claimed and stand on my own ground as an individual (…) in terms 
of food, I’m not safe on my own ground.” (B:26:709-716) 
 
The only way Barbara felt she could have a relationship with food was to  
 
“…have someone lay the nice plate of acceptable, well-balanced food in front 
of me and I’d happily eat it, not too much, not overdo it, thank you.” (B:18:484-
486)  
 
The theme of child-like rebellion is probably best summed up by Kevin when he 
described what happens to him when he lets go of trying to be mindful with food. 
 
“…when I’m in low moods, I tend to go, you know, I feel like a kid wandering 
around giving everything the V signals, you know, you know, you know, just 
‘fuck off, fuck off, fuck off’ and… and that goes for mindfulness as well.” 
(K:22:651-654) 
 
The child-like state that is entered, as described by many of the participants, affects 
every aspect of the relationship to food and this attitude overlapped to some extent with how 
mindfulness had or had not affected this relationship. 
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3.4 What has mindfulness ever done for me? 
This particular master theme was chosen partly due to the research question 
referencing the fact that they had all completed a mindfulness course, but also because it 
seemed to reflect a degree of tension and conflict described by the participants. To emphasise 
this conflict, the theme has been split into two superordinate themes: “Learning something 
new” and “I’m unconscious when eating”.  
 
Each of the participants, at the point at which the interview took place, had already 
completed a course in mindfulness and had the opportunity to experience mindfulness 
techniques and teachings.  It could be argued that this enabled them to reflect or recall an 
experience that may well have been difficult to bring to mind otherwise.  However, it seemed 
important to see the relationship with food through mindfulness and give voice to what they 
experienced in this context.   
 
3.4.1 Learning something new  
One particular skill which is taught in mindfulness courses involves developing the 
ability to become aware of one’s thoughts without necessarily going along with them or 
blocking them from consciousness.  This seemed to be described by many of the participants 
as a particularly onerous or difficult task and ‘unconscious’ eating was often the preferred or 
the default position despite the knowledge about mindfulness and the ability to apply it to other 
parts of their lives.  A useful starting point is to understand a little about how the participants 
understood what mindfulness meant to them.   
 
“Getting rid of all those thoughts in your head and concentrating on something.” 
(C:12:323-324) 
 
For Cheryl this meant that mindfulness was something she only did when 
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“…breathing in… and cleaning my teeth” (C:13:328-330) 
 
Sandeep felt that his experience of being mindful was about a way of thinking that 
brought him joy rather than sorrow when he was eating something that he otherwise would 
have given himself a hard time about. 
 
“I think I was kind of mindful because it, it meant that I was thinking about my 
past experience and what gave me some joy, some pleasure and bringing that, 
using that memory.” (S:30:793-796) 
 
Kevin described that for him being mindful with food meant 
 
“…to try and, um, I’m not quite sure whether it’s kill whatever feelings or create 
feelings that, you know, that aren’t there with other things.” (K:16:468-470).  
 
He concluded that whenever he was aware of what he was eating, no matter what it 
was, he took this as a measure of being mindful 
 
“I’m aware of it so therefore it’s ok.” (K:17:516-517)  
 
Aja put her understanding of mindfulness as simply: 
 
“It’s really like relaxing” (A:17:413).   
 
And this understanding and experience of the mindfulness techniques was shared by Jacinta, 
Barbara and Marsha: 
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 “During that time, you know, I felt so much relaxed, you wouldn’t believe that 
mindfulness, although it’s once a week or… it, it made such an impact on my 
life.  I felt so confident, you know, and very happy and relaxed, you know.” 
(J:14:347-351) 
 
“…contemplative prayer (…) almost the same, the same practice really as 
mindfulness.” (B:10:280-282)  
 
“…what it did help me do is to relax more, um, to go through the things I was 
going through at the time, whether it was physically or mentally…” (M:14:396-
398) 
 
For Marsha, she felt mindfulness was a way that she gets what she needed which was 
 
“…some space and some lightness in myself” (M:15:444-445) 
 
And she fully recognised for her that it 
 
“…would either have been that or yoga” (M:16:471-472) 
 
To a certain degree this was echoed by Kevin’s observation about his experience of doing the 
mindfulness course and what he got out of it. 
 
“…accepting diabetes as a concept and something that wasn’t going to go away 
(…) it was actually better to accept the diabetes, take the fucking pills, whatever 
they were, whether I liked them or not, whether I felt I needed them or not (…) 
I think with the mindfulness, I think it just gave me, um, a little bit of peace of 
mind to be able to accept that.” (K:14:410-424) 
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The experience of the mindfulness course and the effect it had on the participants were 
not always related to their experiences with food.  Jacinta however, related this state of 
relaxation directly to how she experienced her relationship to food which was as a result of 
feeling relaxed: 
 
“Yes, um, you don’t really realise, but I didn’t want food I always want, you 
know. I can socialise, I can go and have conversations with people.  I would 
listen to music and just relax and think of me a bit more…” (J:15:356-359) 
 
Aja also described it as having a direct effect on her relationship to food:  
 
“…it did get me back to eat properly and being focused on what I should eat 
and what I shouldn’t eat. I was still doing the sweet eating but I had it… I think 
I was like, no I don’t want it I will leave it.” (A:18:421-424) 
 
This experience was echoed by Kevin when he spoke about how he understood 
mindfulness worked for him when he had just eaten something that he felt he did not need: 
 
“I think the good thing for me at that moment in time in doing what I did was that 
it didn’t turn into, you know ‘So the next time I won’t get off the bus. I fucked up 
therefore I’m going to go in there and buy another bar of chocolate’ it was like 
‘Well, you’ve done that again, haven’t you? It wasn’t all that’ you know.” 
(K:20:600-605).   
 
This idea of mindfulness as meaning perhaps a degree of self-compassion and noticing 
how and what was eaten, was something Marsha was also in touch with.  The way she felt 
mindfulness affected her relationship with food was by 
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“…being able to control and to realise what you’re eating.  To get in touch with 
your, your feelings and what it’s like rather than sort of spooning it in, so it’s, 
yeah, it’s about managing how much you eat and what you eat and how you do 
that eating.” (M:17:500-504) 
 
For others, the conscious effort of thinking and taking control is something that many 
participants, like Aja and Barbara, were able to recognise as a major part of being mindful. 
 
“When I was going to the group, I remember I used to, um, make… yeah, make 
the effort of thinking of what I’m eating, um, what, how am I eating, what am I 
eating.  It just made you think it did.” (A:19:465-468).   
 
“You do grow into self-awareness and you do become very aware that your, 
your body and your mind and your spirit are in fact one entity and they’re linked 
(…) so you must care equally for all and I know that area is not really in balance 
with the other two (…) it’s been like a three-legged stool (…) it’s something I’m 
working on (…) and damage limitation at the moment (…) I haven’t got there 
but its balancing. That stool is sittable on now.” (B:21-22:566-592).   
 
For Vea, the experience of being mindful was also described in direct experience with 
food.  Mindfulness apparently had a powerful effect on her and as a result described this 
experience when she said: 
 
“…my relationship with food is changing drastically.” (V:13:320-321)  
 
She felt that mindfulness helped her to change her relationship with food from being an 
emotional one to one that became a guide for what to eat. 
	 112	
 
“I eat not because I want to comfort myself, I eat because I have to eat for 
survival, for energy because I’ve got diabetes.  I’ve got to eat some or I’ll go 
into a hypo, you know, I look at food in a different light and I’m not angry with 
myself for my comfort eating, but it’s just that I have learned something new.” 
(V:10:239-244).  
 
She described her comfort as coming from a different source since the mindfulness 
course which had reconnected her to something meaningful. She said eating was no longer 
about how she felt and that although she had tempered her emotional needs with food before, 
being mindful led her to find comfort elsewhere. This correlated with her religious beliefs too. 
 
“So, whereas before I would grab the biscuit tin and things, you know, comfort 
eating myself but now I just open the Bible.” (V:14:355-357) 
 
The effect of mindfulness practices on most of the participants was therefore described 
in positive terms.  However, there was another side to these experiences as was signposted 
by Kevin, when he admitted that although in theory he believed it was possible to change ones 
relationship with food through mindfulness it was not an easy thing to do 
 
“…whether in reality I manage to live that way is a slightly different argument.” 
(K:15:452-453) 
  
Barbara found that being mindful was difficult and it required quite an effort on her part. 
 
“…old habits die hard, so it, it’s one of those areas that I have to still be 
consciously working at and consciously reminding of.” (B:17:451-453) 
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This experience is what we turn our attention to now as we consider the tensions held 
between being taught mindfulness skills and practicing mindfulness as Sandeep articulated: 
 
“…there is a tension to it and when you look at it superficially it, it’s pretty stupid, 
you know.  It’s a chocolate éclair on a shelf, you know.  What’s the big deal? 
Just walk away from it.  But to have that emotional content somewhere, it’s, it’s 
kind of painful there in some ways.” (S:27:734-738) 
 
3.4.2 I’m unconscious when eating 
Mindfulness seemed to be a double-edged sword for many of the participants as 
illustrated by the contradictory themes throughout the data.  Apart from the effects of the 
course for some being described as short-lived,  other difficulties were described by the 
participants.  The tension between the positive aspects of mindfulness and the negatives of 
being mindful may well be mediated by the difficulties that some of the participants had with 
being, or continuing to be, mindful in relation to food.  To illustrate this, Sandeep captured this 
experience when he spoke about the difficulties he had with being mindful about food. 
 
“I think to engage, over engage with it is painful (…) and having to control things 
or to think too deeply about things.” (S:28:745-751) 
 
He went on to describe how this “over” engagement of thinking about food makes him feel like 
a failure: 
 
“…always feeling that having failed in it so many times that reaching that goal 
it becomes another test again of failure, you know. Not actually being able to 
beat the beast.” (S:29:770-772) 
 
The “beast” was described as 
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“…just going out and pigging on… something” (S:24:637-638)  
 
Kevin described it as 
 
“…still a bit of a battle.” (K:15:448)  
 
He went on to describe that how he did this mindfully was to let his thoughts go  
 
“…in one ear and out the other.” (K:16:490-491)  
 
He felt that this allowed him to disengage from having a battle with himself and he felt that the 
way to do this was 
 
“…making it such a conscious thing becomes less conscious and more 
unconscious.” (K:17:510-512) 
 
There was an apparent reversal of the process of being mindful of their thinking, or 
being aware of their thoughts. For both Sandeep and Kevin, it seemed that becoming aware 
of their thoughts was the technique that seemed to distress them.  An example of this came 
with the sense of failure felt by Sandeep which was all the more acutely felt when he had 
actually just been mindful with food and had fed himself good healthy food. 
 
“…it wasn’t really... not at all necessary because the food I had an hour before 
was more than satisfying and of good quality.” (S:24:641-643) 
 
Kevin, likewise, described buying a bar of chocolate on the way to the interview and 
having a battle with himself.  
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“…here you go, you’re doing this again (…) I think there was, you know, there 
was a bit of a ‘I’m not doing that again’ you know, ‘We’re not going through that 
conversation in our own head again are we?’ you know, just, you know ‘eat it, 
get it over with and we’ll move on.’” (K:19:560-566) 
 
He went on to describe it was  
 
“…very much the reverse of a mindful event.” (K:19:572) 
 
After asking if he could imagine it being a different experience if he had been mindful 
at that point, he admitted that  
 
“…I think I would have found it quite difficult to just go mindful… you know, have 
a mindful moment… take a few breaths er before you make that decision (…) 
it would have been to take a moment in my, you know, just go ‘phew, is this 
something you really want to be doing?’ It’s quite difficult for me sometimes to 
do that.” (K:20:580-590) 
 
Mindfulness for Cheryl was not experienced at all as being related to food. 
 
“I’ve never thought about anything to do with food and mindfulness.” (C:13:331-
332) 
 
For her, applying mindfulness was not possible in relation to food. 
 
“I couldn’t possibly clear my mind while I’m eating. There’s too much going on.” 
(C:13:332-333) 
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For Vea, experiences with food had changed and she described how she had eaten 
chocolate and sweet stuff in the past before the mindfulness course. 
 
“…last year I stuffed myself with it, you know, but things like that no longer 
interest me.” (V:26:673-675)  
 
However, unlike the difficulties that others described having in being mindful with food, 
Vea went on to describe how mindfulness had seemingly taken that love of food almost 
completely away. 
 
“…the love relationship I used to have with my bread is not even there. I eat 
because I have to eat it.” (V:14:364-366)  
 
This change in her relationship to food extended to others who visited her too  
 
“If anyone come to my house, they will find milk in my home. Him have tea and 
milk and a slice of bread.” (V:26:676-679)  
 
As with Vea, mindfulness had also made Barbara so aware of the emotional eating that 
she had been engaging in that she felt that mindfulness had made any emotions or desires 
she had had about food 
 
“…been a bit obliterated.” (B:19:516)  
 
She goes on to express this further as  
 
“…a sense of deprivation of the pleasure of eating.” (B:20:544-545) 
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Rather than it being a rewarding experience, being mindful actually resulted in her 
experiencing deprivation.  It is not possible to know the process that Barbara had gone through 
to get to this state of deprivation, but this ‘falling out of love with food’ was also described by 
Marsha and was a gradual process which had continued to the point where she wondered: 
 
“Is there a pill you can eat that I don’t need to go through all that (…) I don’t 
think I would because I’m so fed up with all the pills I have to take now. I don’t 
think I would (…) so I put up with eating.” (M:21:612-620) 
 
Marsha’s experience of eating had been reduced to ‘putting up’ with it to such an extent 
that she would rather take a pill.  Her relationship with food seemed to be experienced as a 
huge chore which was echoed by Barbara.  Dealing with food was so difficult that she did not 
want to have anything to do with it.  
 
“…it is still a chore, it’s still something that I don’t enjoy and then doing it for 
yourself and then sitting down and eating it for yourself is kind of a lonely 
business (…) I don’t regard it as an essential resource of my life.” (B:15:421-
425) 
 
The loneliness aspect of eating is touched upon by Barbara and this will be explored 
in more detail later as it seems to be an issue with how the relationship with food is 
experienced. 
 
Aja still loved her food but she found her relationship with it since the mindfulness 
course is tinged with what sounds like a degree of confusion. 
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“I don’t know how the, how health… health carers and the… would like us, you 
know, diabetic people, to eat in managing our own er intake and exercise and 
everything that comes with, you know, being alive, looking after yourself.” 
(A:31:737-740) 
 
Aja’s confusion seemed to be part of what led her to believe she was unable to make changes. 
 
“I don’t know about making changes.  I’ve tried making changes… I went to… 
I went to all the sessions, I went to all the zumbas, I went to all the exercises, I 
did all the walking, but sometimes I just can’t be bothered.” (A:32:771-774) 
 
The felt sense of mindfulness as not being as effective as food is seen in how Kevin 
described how it was for him. 
 
“It’s almost, you know, that sort of thing of eating, it’s almost a way of just getting 
rid of that annoying, annoying feeling, thought, whatever it is.” (K:20:607-610).   
 
Cheryl put it more succinctly when she said: 
 
 “Well if I’m fed up I’ll eat.” (C:9:231) 
 
Cheryl was also aware that if she was at all mindful when eating it was not done intentionally. 
 
“...it’s not conscious, if it’s mindfulness, it’s not conscious.” (C:12:319-320) 
 
The idea of being ‘unconscious’ when eating was explored further by Kevin who turned 
the experience of becoming unconscious around so that it was not so much the state one 
enters prior to eating, but is the effect of eating, specifically overeating. 
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“…I think there is a narcotic effect, er, to, specifically to overeating, er, there is 
a ….it’s a sense-dulling sort of soporific, you know, feeling of, er, whatever, you 
know, I mean, you know I’ve heard people talk about, er, you know food, you 
know, a food fog or a food coma or whatever and you can just sort of eat 
yourself almost into an unconscious state with food.” (K:11:330-338) 
 
Here the imagery is of food as a drug and the way it is talked about is with some 
hesitancy and constant checking with the use of “you know”. The effect was one of careful 
exploration and perhaps wariness.  Kevin spoke about how he used food in a way that 
mindfulness was unable to do.  For him he believed a chocolate bar  
 
“…would improve my life… I mean whatever, somehow it would make me feel 
happy, or, er, give me some energy or any of those things, you know.  
Somehow it was going to make me feel better, you know.” (K:21:613-616) 
 
And when it came to making mindful decisions about food when he was in a low mood  
 
“…I tend to go, you know, I feel like a kid wandering around giving everything 
the V signals, you know. You know, you know just ‘fuck off, fuck off, fuck off’ 
and that goes for mindfulness as well.” (K:22:651-654) 
 
The post-course chore of maintaining progress that may have been made during the 
course was also something that proved difficult.  For some, the difficulties started straight after 
the mindfulness course finished.  Aja found that the mindfulness course had an effect on her 
but it would very quickly wear off. 
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“I used to be okay for that day or for a couple of days when I used to go to her 
sessions.” (A:17:405-406)  
 
But as with the in-between sessions effect, there was a creeping inertia if she was not 
actually at the course. 
 
“I’ve noticed that I have to be going to sessions or doing something to keep me 
off… you know, doing those things.  Seeing somebody on a regular basis, every 
day, every week.” (A:18:429-432) 
 
The need for seeing somebody on a regular basis was something Aja felt was 
necessary to stop her from “doing those things” as if she was feeling incapable of doing it for 
herself.  But as soon as the group had finished, as was the case with other participants, the 
effects of mindfulness were experienced as being short lived and a few participants, such as 
Aja and Jacinta, described the difficulties of putting it into practice after the course finished. 
 
“I just tend to slowly gradually go back to as I was eating (…) I don’t think about 
it at all, I try to, try to remember what those sessions, but it’s just sometimes I 
just can’t be bothered.” (A:20:470-474) 
 
“You need to stop and think where you are.  It seems as though I’ve just in a 
like tunnel vision.  I can’t really think outside that, oh you should stop, relax and 
you know, just be calm and stay in your front room, do a bit of meditation.  I 
don’t know.  All those things just go out of the window.” (J:15:369-374) 
 
Jacinta seemed to accept some responsibility for why things went out of the window. 
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“Yeah.  I could have, you know, continued to practise, but suddenly, you know, 
it just went (…) Not immediate, after I was continuing to do it but it gradually 
disappeared because I needed, like, a social atmosphere to help me continue 
that.” (J:16:382-387)  
 
She described her disappointment about her inability to continue using mindfulness. 
 
“It’s sad. I think I know I should be able to do better, but you know, it’s just I lose 
everything, you know, just can’t manage.” (J:17:413-415) 
 
There seemed to be a social aspect to mindfulness, as mentioned previously by 
Barbara, that was experienced and described by many of the participants, such as Jacinta, as 
being difficult to manage without after the course had finished.  
 
“…when I’m out socially, I… food is not a problem, I can have just a handful or 
if any at all, but when I’m indoors, that’s the trouble so sometimes I try my 
hardest not to be indoors.” (J:18:430-434) 
 
Aja seemed to experience the loss of the group as having a direct effect on her ability 
to do anything for herself. 
 
“Afterwards when it stops, I just get oh, you know.  If only it carried on every 
week like this for me, it would be so nice, you know, I had some reason to look 
forward to coming to the sessions as well, I do (…) I won’t do it for myself, I 
would do… probably do it when I’m with people.  I think I am much better when 
I’m around people.  I tend to carry out whatever I need to do or whatever they 
want the, you know, the outcome to be (…) it’s when they leave you to carry 
on, that’s when it’s the hardest, doing it on your own.” (A:35:857-869) 
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Sandeep also referred to the social aspect of food through talking about his loneliness 
as being a big part of his unhealthy eating as he felt it drove him to  
 
“…go to the shop and buy stuff that I didn’t really need (Researcher: (…) what 
was the need for?) Just to be outside… I don’t know, just to be in the shop.  
Just to go out and get dressed and go to the shop, I think as much as anything 
else (…) I don’t know, it was just being part of the rest of the world, you know. 
Just being part of the rest of the world.” (S:20-21:546-558) 
 
The experience of loneliness seemed to play a big part in the way many participants 
related to food. Sandeep expressed a need to be “part of the rest of the world” and the way he 
repeated it after some deliberation emphasised its importance to him, and the heartfelt nature 
of this experience for him.  Barbara also described what she needed in response to asking her 
what would make food more enjoyable. 
 
“…I need the communication more than food.  Communication is giving me 
more reward, as it were.  More interaction, more… yeah.  Yeah.  It’s not coming 
from food.” (B:21:553-556) 
 
There was a sense from Barbara that food had indeed become something that had lost 
its importance 
 
“…I don’t regard it as essential resource of my life.” (B:15:424-425) 
 
The degree of inertia described by the participants was exemplified by Aja who felt that 
when it came to eating mindfully 
 
	 123	
“I do sometimes feel I can’t be bothered.” (A:19:447)  
 
Like Aja, Barbara had a mixed relationship with food from a mindfulness perspective.  
 
“…sitting down eating. It’s kind… sometimes feels like an interruption.” 
(B:16:436-437) 
 
The inertia was palpable as she and others spoke about their relationship with food, 
even up to the last time they had eaten which was just before the interview. 
 
“I should have had what I had prepared… what I had in mind which was a tinned 
tuna (…) but I was tired and I didn’t want to be bothered and I ate two currant 
buns (…) there’s a sense of, um, I should be getting on with something else.  
The time I spend in the preparation of food or, um, maybe I’m not giving that 
the degree of importance, discipline that I should still.” (B:24:638-653) 
 
Barbara found food and eating a chore and resented it especially as being mindful 
about food required time and effort as far as she was concerned.  
 
“I thinks it’s a resentment that I’m having to spend some precious time which I 
could be doing something else, or something, um also I’ve had such a bad 
relationship with it for so long, so you’re having to almost engage with it again.” 
(B:17:473-476) 
 
It seemed that many of the participants found it difficult to use mindfulness when in a 
bad place or facing difficulties.  Kevin became, as he spoke, acutely aware of his experience 
of mindfulness and his relationship with food which he felt 
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“…only works in the good times for me… if I’m low mood, er, I find it very difficult 
to connect mindfully.” (K:21:635-637) 
 
Practicing mindfulness when in a relaxed and happy seemed to offer some sort of 
sanctuary from food. 
 
“Funny enough, it’s if, when I’m relaxed is when I remember to use it, but when 
I’m down, when I feel low, I don’t even… but when I relax sometimes (…) I 
would sit down and feel so comfortable and I would do some, some, some 
mindfulness and I don’t even want lunch because I’m so relaxed and happy.” 
(K:28:667-674) 
 
The experience of being in a good place as mentioned in Kevin’s experience was 
something that others could also identify with.  For example, Cheryl also felt that eating well 
was very much to do with being in a good place. 
 
“Sometimes, when I’m in a very good place I think [Cheryl] you’ve got to be 
good, you’ve got to… and er two or three days in a row I might have a very 
good well-balanced diet.” (C:21:546-548) 
 
The effect of a good mood on Jacinta meant that she was able to be  
 
“…more conscious.  I, I, I know I just eat half of like a half of a banana, a small 
banana, apples.” (J:7:150-151) 
 
For Marsha, she felt that since she was not caring for anyone else’s needs anymore, 
this helped her to do things mindfully. 
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“Now I can really sit down and have a breakfast and then get up and clean it 
and move on.” (M:18:524-526) 
 
Whether this was because she was in a better space would be speculative but she 
gives the impression that mindfulness was now possible because she had time to herself.  
 
Sandeep’s experience was simply put as 
 
“…when I’m happy I’m disciplined.” (S:12:336) 
 
Maintaining progress made on a mindfulness course overall seemed to be difficult.  
Vea, however, found a way in order for her to maintain the changes she had made in her 
relationship with food.  She described her philosophy on how this happened and how she 
personally needs external verification of her physical appearance to know that she was 
making, and had made, changes. 
  
“…to maintain the way I’m going to eat, you’ve got to change your ways as well, 
everything about yourself.  If you just wearing this Abba makeup all the time 
you’re going to change, you still look like Abba with Abba makeup, but if you 
change it’s something different.” (V:27:707-712) 
 
The idea that mindfulness was going to be the answer to changing the participants’ 
relationships with food is probably best summed up by Barbara.  Here it is interpreted that 
there is a period of awakening that perhaps needs to happen, and that it is a process to 
achieving a good relationship with food.  Just as in the mindfulness course the starting point 
for getting to know yourself and your needs differently is with the body . 
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“…it’s like really not being {Barbara}, not having fully owned [Barbara]s body, 
how [Barbara] wants to eat and what [Barbara]’s going to cook.  It does boil 
down to that really.  Um, and that’s how I ended up as a very undeveloped short 
little leg of a stool.” (B:27:723-727) 
 
3.5 Conclusions 
The relationship with food was of interest with regards to those who have type 2 
diabetes and have completed a course in mindfulness.  The qualitative nature of this research 
is to describe the experiences the participants have in their relationship with food.  This is not 
about establishing what effect, if any, mindfulness has on this relationship or to determine how 
diabetes affected the relationship, but accepting that all the participants had a shared 
experience of diabetes and mindfulness from which these private experiences have emerged.  
In exploring the relationship to food in the context of diabetes and mindfulness, many of the 
participants described changes that were both positive and painful. 
 
The positive changes centred on the ability to have self-compassion.  This was seen 
in the ways in which they reflected on experiences following the course, such as feeling 
confident or being able to socialise, or having a sense of lightness and space and being able 
to relax.  For some, there was a reconnection to a spirituality or belief and being able to access 
their feelings rather than just eating for comfort.  There was also a great deal of acceptance of 
where they were in the moment at times when they would have a forgiving attitude toward their 
unhealthful eating rather than berating themselves. 
 
The painful changes that many of the participants described came about because of 
increased awareness of what they were doing and yet feeling unable to consistently change 
the way they related to food.  This may have been due to not having an alternative relationship 
or skillset to manage a change in behaviour.  It could also be put down to the desire or 
compulsion to continue to connect to their childhood or the difficulties leaving the childhood in 
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the past. It could also be the unwillingness to give into the physical cravings and ‘illicit’ 
relationships with food.  For some, having diabetes did not change their relationship to food 
per se, even when the physical sensations of having “funny spells” (M:7:204) or feeling like 
they were in “an unconscious state” or “a food fog” (K:11:336, 338) was apparent.  There was 
still a strong need for some of the participants to use food to gain a particular sensation or 
meet an otherwise unmet need or craving or to soothe an otherwise inaccessible pain. 
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CHAPTER 4: Discussion 
4.1 Introduction 
This final chapter will provide a comprehensive review of the research study beginning 
with a summary of the findings. The findings will be located in the wider psychology literature 
that may help to make sense of the analysis further.  This will then lead into examining the 
analysis in light of the state of relevant theories in the field of psychology as outlined in the 
introduction chapter and in relation to what this study has found.  This is followed by a reflexive 
piece on the process and methodology of the research and implications for clinical practice 
and suggestions for further research.  The chapter concludes with final reflections by the 
researcher and conclusions.  
4.2 Research aims and summary of research findings  
“...food is nice to see, it looks lovely, but it’s not for me...” (Marsha)  
The primary aim of this study was to explore how people with type 2 diabetes 
experience their relationship with food after attending a group mindfulness-based intervention 
(MBI).		 Specifically, the objective of this study was to understand the experiences of how a 
group of people with diabetes (PWD) cope with eating after attending an MBI using a 
phenomenological approach.  This has important implications for the field of counselling 
psychology because the findings from this study can enhance our understanding of the 
challenges and potential opportunities this particular topic has to offer.  This study was aimed 
at exploring what the participants’ relationship was to food since being taught the skills of 
mindfulness. As suggested by the literature review in Chapter 1, there has been a debate on 
how mindfulness can help PWD and the diversity of problems associated with the self-
management of diabetes.  The targets for mindfulness programmes aimed at PWD have only 
recently begun to incorporate this diversity by focusing on not just the eating behaviours 
involved, which are varied and not necessarily pathological, but also the targeting of self-blame 
and shame.  The findings here intend to illuminate the diversity of issues faced by PWD as 
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they attempt to manage the tension between what they eat and why they eat, and how this is 
experienced following an MBI. These elements are represented by the master themes of 
‘Agony and ecstasy’, ‘Vulnerable and undisciplined child’ and ‘What has mindfulness ever done 
for me?’  This tension was conceptualised and pulled together by the overarching theme of 
‘Chaos: the embodiment of conflict’.  
What emerged from the findings of this study were a number of threads that are 
examined as separate research topics in the literature, namely the food cravings, the influence 
of attachment insecurity and the experience of mindfulness training on participants’ behaviours 
and attitudes (see Figure 3.1). The idea of chaos was a response to the complexities involved 
in living with and managing diabetes, and that there is not one simple explanation or theory 
that could neatly sum up what PWD  experience on a day-to-day basis. The assertions that I 
make are based on the connections I have made within the analysis, my own professional 
experience and the available evidence-based literature. The aim of IPA studies, according to 
Smith et al. (2009), is not to generalise but to determine what the findings add to existing 
theories. As a result, I considered the literature that aligns the most with the findings in this 
study and discuss how the findings sit within current theories and, in the process, add to the 
current knowledge that informs the psychological treatment of people with diabetes.  
4.3 Agony and ecstasy  
“...changing my diet, it’s something I found much more difficult than giving up smoking” 
(Sandeep)  
The ‘agony and ecstasy’ master theme was an attempt to capture both the reported 
passion for food and the self-harm that the participants experienced.  One of the findings that 
appeared to come to light for these participants was the reported inability to resist cravings for 
particular items of food that they have been specifically advised against consuming or advised 
to consume in moderation, despite being fully aware of the potential harmful consequences for 
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them due to having diabetes as outlined in Chapter 1. Hence the ‘agony’ involved in harming 
themselves with food and the ‘ecstasy’ of giving in to the passion for food.   
4.3.1 What was found? A brief overview of the findings 
The current study reported experiences of the participants who had cravings for foods: 
Barbara, Aja, Jacinta Kevin and Sandeep, specifically.  For example, Aja reported it was curry 
that her mother used to make that she craved and for Sandeep, cravings were triggered by 
the “wave of fat smells” from the street that “brought back the atmosphere of the warm climate” 
he had lived in as a boy. Meanwhile, Jacinta reported feeling that she could not resist the urge 
to “go out and get some sweets” even late at night.  It seemed as if these initial thoughts set 
off a sense of desperation as Aja reported “I can’t help it”, and found it hard to resist but after 
tasting, there was a sense of relief.  As Jacinta said: “It makes you feel good”, and Sandeep 
referred to “seeking a sensation”. However, the downside for the participants was the feeling 
after, which ranged from feeling like a criminal and disgusted with themselves (Sandeep) and 
the feeling of “stabbing yourself” with food and being in a constant battle (Kevin), or poisoning 
oneself (Sandeep) to regarding the food intake as a “hidden killer” (Aja). For Jacinta, it was the 
guilt of knowing she should not be eating what she had eaten.  
4.3.2 What this means in relation to other evidence and theories 
 These findings give us a further insight into the experiences with food that have been 
found in similar studies, such as the constant battle of managing diabetes as reported by 
Kneck, Fagerberg, Eriksson & Lundman (2014), and the consistent theme of shame (Beverly, 
Ritholz, Brooks et al. 2012; Kato, Fujimaki, Fujimori et al. 2016; Kneck, Fagerberg, Eriksson & 
Lundman, 2014; Rayman and Ellison, 2004).  These studies investigated the barriers to self-
management of diabetes and this current study offers a more in-depth insight on one specific 
aspect of self-management which is about food and eating.  This has enabled a specific 
context to be shown to hold many of the generally reported issues of managing diabetes. The 
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concept of cravings however, was not picked up in these studies, which could be due to the 
fact that they were not specifically focused on food. This study provides further insights into 
managing diabetes and considers a possible conflict between what is eaten and why they are 
eating. Cravings have also been identified as being associated with related issues for PWD 
such as obesity, binge eating and dropping out of weight loss programmes (Gendall, Joyce, 
Sullivan & Bulik, 1998; Schlundt, Virts, Sbrocco & Pope-Cordle, 1993; Sitton, 1991).  The 
restrictive nature of the diets for PWD can therefore create problems including the risk of binge 
eating (Fairburn 2008) and obesity (Haines & Neumark-Sztainer, 2006). 
Previous research, as outlined in Chapter 1, has shown that the mixed results from 
CBT and mindfulness programmes indicate that they have not yet adequately captured the 
psychological processes of optimal diabetes self-management.  Tapper (2018) reviewed thirty 
studies that examined the effects of mindfulness practices on cravings and interpreted these 
in light of a number of relevant theories related to craving.  She found that the Elaborated 
Intrusion Theory of desire (EIT; Kavanagh, Andrade & May, 2005) had the most support and 
so it is to this theory that this study refers to  help illuminate these present findings. 
The reported experiences of the participants seemed to emerge from thinking about a 
particular target food which reportedly occurs despite having perhaps already eaten a healthy 
meal recently.  The possible mechanisms for this process of craving, according to the EIT of 
desire, suggests that there is an initial intrusion of thoughts which are triggered by cues in the 
environment or cognitions, physiological deficit or negative affect and associated with a 
particular behaviour (i.e. eating).  This then triggers an automatic system of directing one’s 
attention to food.  If food is not obtained and there is a strong affective reaction,  it moves into 
conscious awareness and is elaborated (May, Andrade, Kavanagh & Hetherington, 2012). 
Therefore, Sandeep’s cravings, for example, were set off by “waves of fat smells”. The 
demands on the working memory at this point are low and can be experienced as 
spontaneous.  However, if the target food item elicits a strong sense of physiological 
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deprivation or a strong affect response then this will be followed by the elaboration of these 
initial thoughts.  This takes place in working memory and an internal and external process of 
searching for relevant information in memory and manipulated in working memory has the 
effect of increasing the vividness of sensory images (such as taste).  Sandeep found an 
emotionally-charged memory of when he was a child in a warmer climate which suggests both 
a deprivation and pleasure. The more vivid, textured and emotionally-charged the image 
becomes, the more the desire grows. Sandeep’s imagery included smells, happiness, 
memories of warmth, and even the texture and colour of particular foods. There were a number 
of references from the participants about the associated emotions involved with eating.  Jacinta 
felt that food cravings stopped her from “screaming” and described herself as “not in a good 
place”. The findings of this study included a number of the participants making references to 
loneliness and a need for connection. As Sandeep put it, “just being part of the rest of the 
world” which brings with it the risk of external cues of food. The embodiment of these emotional 
memories may therefore be responsible for producing a well-used behavioural response when 
certain cues from the environment or emotions set them up for craving particular food items. 
Concurrent desires, such as to keep blood sugar levels stable, would then have to compete 
for attention and priority.  The emotional reactions, according to EIT, tend to be negative due 
to the state of deprivation and the desire to be satiated.  This was evident in Aja’s account of 
“I have to have it” and Jacinta’s “need” for the “fastest thing I can find” and the awareness that 
these desires come for “no apparent reason”. However, if this is not possible or there is an 
attempt to resist the craving, then feelings of guilt can compound the negative effect (Kemps 
& Tiggemann, 2007).  The guilt for some of the participants came from having these cravings 
in the first place despite not being hungry and perhaps even trying unsuccessfully to satiate 
themselves with healthy food. Jacinta reported having nuts and raisins to try to keep away 
from sweets, but in the end, she had to go out at 10pm to satisfy her cravings. There is also 
the issue of trying to keep to a diet that is compatible with managing diabetes and keeping 
blood sugar levels stable, which will mean sugary foods in particular would need to be cut out 
or reduced considerably, adding to the sense of deprivation which may be a particular issue 
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for PWD due the necessity of a restrictive diet to control blood sugar levels.  There is evidence 
in the literature on EIT that chocolate or other sugary items of food are typical items of craving 
(Kemps & Tiggemann, 2007; May, Andrade, Kavanagh & Hetherington, 2012; Schumacher, 
Kemps & Tiggemann, 2017).  This also seems to be the case for the participants such as 
Barbara “…sweet stuff. Mainly chocolate” or “sugary stuff”, or sweets for Aja, Jacinta and 
Sandeep.  The studies cited in support of EIT used laboratory settings which may not reflect 
the behaviour in daily life nor of the specific issues related to PWD.  There were also savoury 
cravings like curry or meat for Aja and Sandeep which are more difficult cravings to study and 
distinguish from hunger (Hamilton, Fawson, Andrade & Kavanagh, 2013).   
The difficulties in being able to resist these cravings, according to the EIT, is the lack 
of reduction in the intrusive thoughts or elaboration which could be achieved via either 
competing desires or interrupting these processes by loading the working memory (Kavanagh, 
Andrade & May, 2005).  This can be achieved via present moment awareness by attending to 
different internal sensations rather than the internal image at the point of intrusions and via 
decentring techniques at the point of elaboration to see thoughts as just thoughts and not 
necessarily truths to be reacted to (Kavanagh, Andrade & May, 2005; Kemps & Tiggemann, 
2007; May, et al., 2012; Schumacher, et al., 2017; Tapper, 2018).  The participants reported a 
limited ability to resist cravings if at all and this may be due to the amount of time that had 
passed since the course. It could also be that there is a lack of competing desires that match 
the sensory nature of the target desire, or a lack of interoceptive awareness.  For those who 
reported what their mindful approach would be spoke of acceptance, such as Kevin’s “Well 
you’ve done that again, haven’t you? It wasn’t all that”, and Vea’s “I’m not angry with myself 
for my comfort eating”, and yet acceptance may actually exacerbate cravings (Tapper, 2018).  
According to the EIT, if an individual is encouraged to accept their thoughts and feelings in the 
absence of any further guidance then this may lead to continued elaboration.  For Sandeep, 
the ruminations led to the sensation of pain despite his attempt to accept that “it’s just a 
	 134	
chocolate éclair, what’s the big deal?” and for Kevin eating the food he craved was a way of 
“getting rid of that annoying feeling, thought”. 
In terms of interoceptive awareness, the participants talked about needing and wanting 
something and not being able to resist having it with no reference to their bodies until after the 
intake of food which is when the agony began and they experienced feelings they described 
as like being ‘stabbed’ or ‘poisoned’.  Aja talked of the ‘hidden killer’, which she reported as 
having no effect on her at all that she could detect.  It is possible that these particular 
experiences can be explained by the fact that the course they attended did not specifically 
address hunger and satiety awareness, or that at this point they remained symptomless and 
restricted food items were not having the expected negative effect on their bodies. 
This current study suggests that there are reports of intense cravings and a seemingly 
lack of ability to control the amount they eat despite being in full knowledge of the harm it might 
be doing to them. This may suggest that affective and cognitive aspects of eating play more of 
a role in their reported cravings. Again this can be explained in part by the EIT theory inasmuch 
that this suggests that the  capacity of working memory is taken up with the intrusive thought. 
This may be especially true in those for whom managing their blood sugar levels is proving 
difficult as they will be already preoccupied with food.   However, consistent with EIT there is 
research that suggests that by loading working memory reductions in cravings can be achieved 
in the moment (Nosen & Woody, 2013).  Additionally,  if a behaviour is suppressed in a 
consistent way and present-moment awareness is utilised to hold in mind the disadvantages 
of giving into the craving then, according to both EIT and Buddhist theory, cravings will reduce 
(Analayo, 2018; Tapper, 2018).  This aligns the Buddhist theory of cravings with EIT.   As yet, 
research in this area has not applied itself to the additional complications of a long-term 
condition such as diabetes and how the pathogenesis of this condition may underlie many of 
the difficulties that some may have with their relationship with food.  This makes this current  
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study unique and the findings suggest that there are complex and potentially well-established 
or embodied relationships with food that have developed since childhood.   
In the current study, it could be argued that the relationship with food was indicative of 
self-injurious behaviour as revealed in the analysis and based on the findings that their 
relationship with food was conceptualised as “kindly self-harm”. Self-injurious behaviour has 
also shown to be associated with less attachment security (Kuipers, Loenhout, Andries van 
der Ark & Bekker, 2015).  This will be looked at in more detail in the next section.  
4.4 Vulnerable and Undisciplined Child  
“...turn to food for comfort because my mother was never with me.” (Vea)  
4.4.1 What was found? A brief overview of the findings 
The reported tendency amongst the participants of this study to crave particular food 
items was marked by the reference to tastes from childhood: Aja craved the curry her mother 
used to make, and Sandeep would seek out a variety of foods like Wagon Wheels and Lion 
Bars which he said reminded him of his childhood.  Although this overlaps with the cravings 
issues, it brings in for consideration the underlying processes in operation which may be 
unconscious and therefore different from desire or cravings but have a role to play.  This is 
exemplified by their experiences of the loss of attachment figures which, for many of them, 
highlighted their sense of loneliness. Kevin lost his main carer when he was a child, and Jacinta 
and Vea both lost their mothers at a young age.  Barbara reported the unavailability of her 
parents throughout her childhood and Sandeep lost his home as a child.  This may have led 
some of the participants to reportedly either try to soothe themselves through eating certain 
food items from childhood because of a strong emotional response, or, reject food and merely 
“put up with” the chore of eating as expressed by Jacinta and Marsha. Alternatively, as Barbara 
reported, wanting someone else to prepare and cook her some food because she did not feel 
safe around it.  Aja expressed her experience of finding it hard to be bothered or to take it 
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seriously about being careful with what and how much she ate, so just ate until she was full.  
Sandeep described how he would just grab something to eat and stuff it in his mouth and then 
go back to sleep.  Whereas Cheryl spoke about how “naughty” she can be with food and what 
she ate. 
4.4.2 What does this mean in relation to other evidence and theories? 
Evidence shows that high-calorie foods can have a calming effect on the areas of the 
brain involved in the response to stress (Peters, Pellerin & Dallman, 2007).  Amongst the 
participants, this also seemed evident as Kevin spoke of food having a narcotic effect and 
Sandeep reported that he would go to sleep immediately following a binge.  There is also 
evidence that stress and loss can activate particular patterns or cognitive schemas known as 
attachment styles, and a growing body of literature on the utility of using attachment theory 
provides us with another lens with which to view the participants’ experiences (Bowlby, 1980; 
Slade, 1999). In relation to the experiences of the participants in this study, attachment theory 
offers a compelling interpretation on the way food may be being used as an external source of 
emotional regulation (Armstrong & Roth, 1989; Mikulincer & Florian 1998; Tasca & Balfour, 
2014; Taube-Schiff, Van Exan, Tanaka, Wnuk, Hawa & Sockalingam, 2015).   
Attachment refers to the biologically-evolved behavioural system that starts from birth 
and is activated in anxiety-provoking situations which motivates the infant to seek proximity to 
a caregiver, or attachment figure to give them a sense of safety and security (Bowlby, 1969).  
If the attachment figure is sensitive and responsive to the child’s needs, a stable sense of 
attachment security is established and helps the child to develop a positive mental 
representation of self and others.  However, if the attachment figure is unreliable in their 
availability and support and unlikely to relieve their distress, then negative models of self and 
others are formed.  This is likely to increase maladjustment behaviours and later emotional 
problems. This is particularly pertinent to the participants, due to the loss and unavailability of 
their primary attachment figures, namely for Vea, Barbara, Kevin and Jacinta.  Securely 
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attached individuals tend to be able to reflect on their relationships and therefore engage in 
meta-cognitions. They are also able to communicate and ask for support when needed, and 
disclose information about themselves appropriately (Johnson, 2003).  Insecurely attached 
individuals are more likely to demonstrate emotional neediness due to a sensitivity to loss or 
potential abandonment and this leads to a tendency to not trust others easily. These have 
particular importance to how people manage their diabetes as bodily illnesses are regarded 
as threats and thus trigger attachment patterns (Hunter & Maunder, 2001).  
Hunter and Maunder (2001) utilise Bowlby’s (1980) concept of the internal working 
model (IWM) which is a cognitive schema that maintains attachment patterns over a lifetime.  
The IWM of the insecure-anxious attachment style predicts an almost constant distress signal 
as a means of maintaining proximity to the attachment figure which could translate, in the case 
of the participants from this study, to food becoming an external source of comfort in the 
absence of an IWM of a secure attachment figure.  Those who are anxiously attached may 
relate to food that follows a typical anxious-attachment style, which is to seek a relationship, 
in this case with food, in times of distress in order to obtain some relief but never quite feel 
satisfied (Mantilla, Clinton & Birgegard, 2018).  This sentiment is repeated by the participants 
Aja and Jacinta who described themselves as searching and yearning but never quite being 
satisfied.  There is an insatiable need for being soothed thus making emotional regulation a 
key deficit. Aja found it particularly difficult to stop eating and observed that she was not taking 
diabetes seriously “because I can’t”. She felt that she needed to go to the group sessions 
“every day”. There is a suggestion that disordered eating behaviour is related to as an 
introjected attachment figure itself, i.e. an internalised attachment relationship (Mantilla, 
Clinton & Birgegard, 2018). 
  Insecure-avoidant IWMs predicts that others will be unreliable and so there is a 
tendency to be self-reliant.  Illness disrupts this preference for self-reliance so there is 
sometimes a denial of needing anything and a rejection of medical advice and non-compliance 
(Hunter & Maunder, 2001).  Barbara had experienced the unreliability of her parents who she 
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referred to in an unaffectionate way as “the couple”. Diabetes had the effect of knocking her 
off-balance, or as she put it, “I’ve not fully claimed and stand on my own ground as an 
individual… in terms of food”.  The preference for self-reliance was evident when she referred 
to “old habits die hard” and how since receiving a diagnosis of diabetes, she found eating a 
chore and did not “regard it as an essential resource of my life”. It was seen as “an interruption” 
and she resented the time she had to spend with engaging with it.  Food became a relationship 
with which she was now reliant and diabetes makes this a potential ongoing problem.  This 
would also be consistent with an avoidant attachment style being associated with an increase 
in HbA1c levels and difficulties in adjusting to a diabetes diagnosis (Bazzazia & Besharat, 
2012; Ciechanowski, Kirsch & Katon, 2002; Cohen Birnbaum, Meyuchas, Levinger, Florian & 
Mikulincer, 2005).  
Difficulties in maintaining proximity to attachment figures, which is typical in avoidant 
attachments, has been associated with oscillations in blood sugar levels (Braizat, Feinn, Abbott 
& Wagner, 2017; Solano, 2000).  This is theorised as being due to the avoidant style not 
allowing for the development of a sense of mastery and sensitivity to bodily needs as well as 
self-control at times of health crises (Maunder & Hunter, 2001).  Given what has already been 
discussed, this could translate to particular patterns of their relationships with food where a 
cycle of overeating and giving into cravings may result in periods of being compliant to dietary 
recommendations.  Sandeep, Kevin, Jacinta, Marsha and Cheryl noted when they were in a 
good place and relaxed, they could be mindful about what they ate, using such words as 
“disciplined” “more conscious” and “good well-balanced diet”, thus potentially producing 
oscillations of blood glucose levels. 
Attachment behaviour is also related to eating disorders with mindfulness being 
regarded as a mediator between different attachment styles and eating behaviour (Mikulincer 
& Shaver, 2012; Pepping, Donovan, Zimmer-Gembeck & Hanisch, 2014).  Although none of 
the participants were diagnosed with an eating disorder, there was evidence of disordered 
eating patterns.  Aja referred to herself as engaging in binge eating and Kevin referred to 
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himself as an “unsuccessful anorexic”, a “compulsive obsessive” eater and overeater.  
Sandeep also suggested that he could understand his relationship with food as being akin to 
how people with bulimia and anorexia experience food.  The relevance of attachment theory 
to disordered eating patterns was reviewed in a meta-analysis by Faber, Dubé and Knauper 
(2017).  They looked at data from 70 studies and over 19,000 participants from the general 
population and found that higher attachment insecurity (anxiety, avoidance and fearfulness) 
was significantly associated with more unhealthy eating behaviours. The link between 
attachment and eating behaviours are suggested to be due to four interrelated mechanisms, 
namely: general vulnerability view; inability to regulate emotions; poor self-representation; and 
interpersonal difficulties (Faber, Dubé & Knauper, 2017).  Therefore, unhealthy eating 
behaviours are seen as a maladaptive coping strategy due to an inability to cope, regulate or 
disengage from negative emotions and stress, in the face of poor self-representations and 
difficulties in relating to others (Bélanger Di Schiavi, Sabourin, Dugal, El Baalbaki & Lussier, 
2014; Wilkinson, Rowe, Robinson & Hardman, 2018).  For many of the participants in this 
study, distress featured highly in relation to food, and there was a tendency to use food to 
reduce this distress and therefore could represent a maladaptive coping strategy to regulate 
their emotions. Some reported that eating was a way to get comfort and sometimes to stop 
themselves from “screaming”, literally stuffing their emotions, or to “get rid of annoying 
thoughts”.  This finding is reflected in studies such as O’Kearney’s (1996) who noted that 
anorexic patients appeared more avoidant of involvement in general as well as with food 
whereas the bulimic population seemed angrier and more chaotic. 
There is also some evidence that those with binge eating disorders had a higher 
incidence of loss and a pattern of attachment disorganisation (Barone & Guiducci, 2008).  With 
regards to loss, the stages of mourning are described as numbness, yearning and searching, 
disorganisation and despair, and finally, reorganisation (Bowlby, 1980). The yearning and 
searching is understood in attachment theory as behaviour based in the hope of restoring the 
lost person although the resumption of personal relationships may never be fully attained 
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(Bowlby 1980).  The full and complete acceptance of the new situation could be interpreted as 
being somehow thwarted despite diabetes education (“it’s too confusing”) and the mindfulness 
course (“it’s too much like hard work”). If the absence of a new IWM continues, the 
disorganisation and despair stage comes next and is associated with a fragmented sense of 
self. This idea resonates with the experiences that many of the participants tried to make sense 
of. The undisciplined and chaotic nature of Kevin, Aja and Sandeep’s eating comes to mind as 
possible examples of disorganisation where they reported giving up on controlling what they 
ate and eating whatever and whenever they liked. The experience of loss is echoed by the 
reported experiences of the current participants and is an experience reflected in much of the 
research in the last decade (O’Shaughnessy & Dallos, 2009; D’Argenio, Mazzi, Pecchioli, Di 
Lorenzo, Siracusano & Troisi, 2009).  
These findings also correspond with studies suggesting that the reason why those with 
insecure attachment styles have problems around eating is due to misinterpreting their 
attachment anxiety signals and fears of abandonment as hunger (Alexander & Siegel, 2013). 
For example, Barbara was eating to fill a gap left by parents who were unavailable to her and 
that for her, “food equals love”. Vea reflected that she had turned to food “because my mother 
was never with me” and she thought it was a way of  “keeping her alive inside” her, like an 
internal version. Kevin voiced how his relationship with his main carer who died when he was 
young was closely tied to his relationship with food and that by feeding himself, he was “loving 
and caring for myself”. Jacinta had come to realise that she had been eating as a coping 
mechanism after her mother died.   Gilbert (2009) suggested that self-compassion is related 
to attachment theory where those with insecure attachment styles, i.e. anxious or avoidant 
styles, are less able to self-soothe (Gilbert & Proctor, 2006).  These cases may imply that 
patients with diabetes who overeat may benefit from being taught to increase their awareness 
of physical and emotional internal cues (Warren, Smith & Ashwell, 2017) and how to self-
soothe.  Gilbert suggests this needs to be done in a way that is self-compassionate rather than 
relying on external sources like food (Gilbert, 2010). 
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Bowlby (1977) said: “Whilst especially evident during early childhood, attachment 
behaviour is held to characterise human beings from the cradle to the grave” (p. 129).  
Attachment patterns in adulthood are subject to changes due to experiences throughout one’s 
life.  For those who went on to experience nurturing and supportive relationships, in the case 
of Vea and Barbara with God, then it becomes possible that “old routines rendered 
meaningless give way to new habits” (Gomez, 1997, p. 165).  This is when new relationships 
with food become possible and Vea would “just open the Bible” instead of “grabbing the biscuit 
tin” and Barbara spoke of her reengagement with “contemplative prayer”. There is some 
evidence that an attachment to God can protect an individual from eating disorders (Homan & 
Boyatzis (2010). This seems to suggest that patients with diabetes who have unhealthy eating 
behaviours may benefit from help with establishing new relationships to enable the formation 
of new habits (Gomez, 1997). It also suggests that either the mindfulness training should be 
longer which can mean better outcomes (Warren, Smith, & Ashwell, 2017), or that some way 
is found to engage in mindful eating behaviours as a way of life beyond the classroom (Miller, 
2017).  Although it was not the scope of the study to examine the long-term impact of 
mindfulness, it is helpful to consider that these participants at the time of interview were at 
least a year past the end of the mindfulness course and this may have impacted on the results 
seen here.  It is also noted that the course did not specifically target eating behaviour and this 
too may have had an impact on the ability to engage in new eating behaviours. There is some 
evidence that the negative impact of overeating needs to be continuously brought to mind 
along with the new experiences of mindful eating to reduce cravings (Analayo, 2018). These 
issues are discussed further in the limitations section.   
The reported experiences seem to indicate that the participants’ relationships to food 
was the same even prior to a diagnosis of diabetes.  Attachment theory has been applied to 
these experiences as a way of illuminating the possible underlying mechanisms for these 
difficult relationships and the findings here add to the body of evidence in the literature.  The 
distress of a chronic condition, like diabetes, is regarded as a threat which sets off in motion 
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particular attachment styles in an effort to reduce the distress.  Some of these styles such as 
insecure-avoidant and insecure-anxious may lead to the particular patterns of using food to 
regulate emotions as evidenced by the participants.  
In considering the role of attachment it must be kept in mind that most of these studies 
are correlational designs so do not represent proof.  The studies also use different measures 
of attachment style for example using the Adult Attachment Interview (AAI; George, Kaplan & 
Main, 1996) or a self-report relationship questionnaire (RQ: Bartholomew & Horowitz, 1991).  
This makes it difficult to compare across studies and there is also a lack of studies looking at 
the difference between men and women in attachment styles in relation to eating behaviours. 
One study showed that when this was investigated the insecure attachment style in men did 
not predict eating disorders which raises the issue of why this may be the case (Elgin & 
Pritchard, 2006).  The differences between men and women were not highlighted in a review 
of current research (Tasca & Balfour, 2014).  This may reflect the tendency to focus on clinically 
diagnosed eating disorders which is more common in women than men but there is evidence 
that men are more likely than women to report overeating rather than disordered eating styles 
(Striegel-Moore, Rosselli, Perrin, et al. 2009).   This aside, what the findings suggest is that 
where there is evidence of disordered or overeating behaviours, attachment theory may be 
able to offer insight into the behaviours that is plausible. 
According to the literature on mindfulness, in order to be mindful, one needs to be able 
to mentalise a security-enhancing representation (Fonagy & Target, 1997; Fonagy, Target, 
Steele & Steele, 1998).  This ability is compromised in people with an insecure attachment 
style and people with particular difficulties with overeating tend to be insecurely attached 
(D’Argenio, Mazzi, Pecchioli, Di Lorenzo, Siracusano & Troisi, 2009; Kuipers, Loenhout, 
Andries van der Ark & Bekker, 2015; O’Shaughnessy & Dallos, 2009).  This in turn may lead 
to difficulties for some to engage in interventions such as mindfulness whilst for others this can 
help turn their lives around as shown by Vea (Robins & Ayling, 2018). 
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4.5 What has mindfulness ever done for me?  
“...as for mindfulness, it’s something unfortunately that only works in the good times...if 
I’m low mood I find it very difficult to connect mindfully.” (Kevin)  
4.5.1 What was found? A brief overview of the findings 
The difficulties of managing diabetes is often the participants’ underlying reason for the 
attendance on a mindfulness course. The particular MBCT course that was attended by all of 
the participants is detailed in Chapter 2.  What was apparent in the analysis, was that all of the 
participants learnt something about being mindful.  In terms of the core features of mindfulness, 
there was reported evidence of an increase in awareness and attention, especially in relation 
to what they were eating.  Marsha, Aja, Barbara and Jacinta described making the effort to be 
consciously aware of what they were eating by noticing that when they were mindful they no 
longer wanted the food they had usually wanted. They also thought more about themselves 
and took care over what they prepared and ate and leaving sweet food by focusing on what 
they should eat without giving themselves a hard time about it.  Barbara was particularly aware 
of her body and this self-awareness for her was about developing balance and taking back 
control.  There was also some evidence of an increase in self-compassion from Vea for all the 
times in the past she had eaten to comfort herself and the realisation that it was not her fault 
and that this behaviour went back to her early childhood.  For some – Aja, Barbara, Jacinta 
and Marsha – they experienced what could be regarded as a by-product of mindfulness, 
namely, a sense of relaxation, or a sense of “space or some lightness” according to Marsha.   
For others, like Kevin, it helped them to “accept the diabetes” and this in return gave them 
some peace of mind. 
The analysis also illuminated how difficult it was for some participants to maintain 
progress and to change their relationship with food.  They reported falling into “old habits” as 
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described by nearly all of the participants other than Vea.  This was recognised by the 
participants as being due, in part, to the need to make the “effort” to continue to practise what 
they had learnt.  There was also a realisation about how much they had learnt had gone “out 
of the window” gradually over time after the course finished, accompanied by a great deal of 
sadness.  There was a desire to have had the course continue and for some to have contact 
with someone “every day”.  The most common experience after the course finished was one 
of loneliness.  The desire to “just be part of the world” reportedly led to external eating and the 
use of food as a way of getting rid of “annoying thoughts”.  As Cheryl put it: “If I’m fed up, I’ll 
eat”.  However, there was also some evidence of being able to continue to be mindful 
especially when they were feeling happy and relaxed and that they were able to “remember to 
use” what they had learnt.  As Sandeep said: “When I’m happy, I’m disciplined”, and this went 
for most of the participants and serves to underscore the difficulties of changing a life-time 
habit of eating, especially if linked to meeting long-term emotional needs. 
4.5.2 What does this mean in relation to other evidence and theories? 
 Despite criticisms from some quarters that mindfulness was never supposed to be used 
to overcome problems such as overeating (Harrington & Dunne, 2015), Analayo (2018) argues 
that mindfulness has always included teachings on weight loss.  The specific teachings from 
Buddha are pertinent to the issues of cravings that the participants experienced. Buddhism 
teaches that one needs to be able to learn to recognise that desire and the urge for gratification 
is an impermanent state of being and is to be experienced as such.  By bringing to mind the 
disadvantages of overeating, such as discomfort, this would allow the individual to avoid 
creating new experiences of old feelings of discomfort from overeating. However, there needs 
to be a continuity of mindfulness to allow this experience to sink in and thus reduce the cravings 
(Analayo, 2016).  In the absence of bringing these disadvantages to mind and not avoiding 
them, the cycle of gratification will continue to be habitual.  For example, some of the 
participants reported being aware sensations such as “bloatedness” was a consequence of 
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eating too much but this did not stop them from doing so.  However, according to May and 
colleagues (May et al., 2012), using EIT’s framework, focusing on the benefits of behaviour 
change will bring about more success in sustaining change rather than focusing on negative 
outcomes. In the case of this current study’s participants, the only tangible benefits would be 
to achieve a target HbA1c reading or, according to Aja to “feel relieved” from low blood sugar 
levels. The current study exemplifies the argument to bring discomfort to mind and identifies a 
particular ‘sticking point’ for the participants which is the desire to avoid not only the emotional 
difficulties but to help them to bring to mind the disadvantages for them in giving in to the desire 
to eat particular food stuffs.  This is a particular observation by the participants that it may not 
always be the desire to overeat, though this is reported, but to eat specific types of food items 
that should be eaten in moderation as part of a diabetes diet, such as chocolate and sweet 
things.  The cravings clearly continued for these participants which, according to Analayo 
(2016), is due to the absence of bringing the disadvantages or uncomfortable consequences 
to mind when experiencing the urge to gratify their cravings.  Sandeep spoke about the 
“poison”, “bloatedness” and uncomfortable after effects, and Kevin spoke of “stabbing yourself” 
but this did not deter them from giving into the cravings, it just added to their guilt and 
disappointment with themselves.  This suggests that what is needed is learning to respond to 
a habitual response of a desire to eat by bringing awareness to the consequences of over-
eating and learning to be with the experience of craving rather than distracting oneself from it 
(Mason, Jhaveri, Cohn & Brewer, 2017). The course the participants attended did not focus 
on this particular pattern of eating nor on the need to have home practice of the mindfulness 
techniques which may have affected the ability to break the cycle of gratification.  The other 
difficulty is that for many of the participants being symptomless meant that they had not 
experienced the consequences of eating foods that were deemed dangerous to them.  This 
was the case for Aja who spoke of the “hidden killer” and the lack of ill-effects.  
There is some recognition in the literature on the difficulties of engaging in mindfulness 
practices and maintaining them.  For example, Miller (2017) concluded that it is not possible 
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to decide to live in the present moment and instantly come to realise one’s state of being. It 
takes time, as concluded by Mason and colleagues (Mason, Epel, Aschbacher, et al. 2016) 
who stated: “Mindfulness may be helpful in beginning to address how to cope with the 
implementation of lifestyle changes that promote weight loss” (p. 91).  This means addressing 
a lifetime of particular patterns of eating behaviours (Savoca & Miller, 2001).  The various 
reviews and analyses of the literature have shown that mindfulness-based interventions (MBIs) 
can be effective in changing eating behaviours, but only if specifically targeted (Godsey, 2013; 
Mantzios & Wilson, 2015; Miller, 2017; O’Reilly, Cook, Spruijt-Metz & Black, 2014; Warren, 
Smith & Ashwell, 2017). In the case of this current study, eating behaviours were not 
specifically targeted which may have impacted on the findings reported here despite some 
evidence of participants having knowledge of what it means to be mindful when eating.  For 
example, Marsha described how being mindful led her “to get in touch with your feelings rather 
than sort of spooning it in” and Aja was able to think “of what I’m eating, how am I eating” and 
Vea described how her relationship with food “is changing drastically” as a result of the course. 
However, participants demonstrated a pattern of eating whereby they were aware that 
they never felt hungry but they still ate more than they reported as needing despite having the 
capacity to be mindful as shown above.  A recent study (Annameier, Kelly, Courville, Tanofsky-
Kraff, Yanovski, & Shomaker,  2018), looked at present-moment attention and whether this 
promotes the ability to recognise and differentiate hunger cues from other types of internal 
cues.  The study looked at the relationship between dispositional mindfulness and eating 
behaviours in adolescent girls who were at risk of developing type 2 diabetes (T2D).  They 
found that although there was a link between dispositional mindfulness and eating when not 
hungry, i.e. the more dispositionally mindful they were the less they ate, this was not the case 
if they had a reported tendency of engaging in uncontrolled eating and were hungry. This loss 
of control of eating, despite potentially being dispositionally mindful, is also reflected in the 
section on childlike behaviours where the eating reported by some of the participants was “the 
very opposite of being mindful”. Also, it was chaotic, with Sandeep describing himself as “just 
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going out and pigging on something”.  Participants were able to reflect on times they had eaten 
a perfectly adequate meal or healthy one as was the case with Barbara and Sandeep but then 
went on to eat something they felt they should not have done.   Like Annameier et al.’s (2018) 
study, it seems that if there is a history of a particular way of eating, then being dispositionally 
mindful may not be enough to change this behaviour. This therefore indicates the need for 
training in fostering interoceptive awareness and recognising fullness cues is required. This 
current study adds to these findings from a population group of PWD  who have established 
particular patterns of eating. Finding out the pattern of eating will help determine the target 
behaviours. It also adds to the findings for MBIs to target interoceptive awareness and a need 
to know how to be with what they have become aware of, especially if it is difficult to see how 
not eating something will heal them. Alternatively, as shown in studies about obesity, that 
individuals may lose the ability to be aware of the internal sensations of satiety (Kaplan & 
Kaplan, 1957; Medina, Wilson, Salvo et al., 2017). 
The course that the participants attended was a slightly adapted MBCT programme.  
This is outlined in Chapter 2 but in summary this meant there was no stipulation to do any 
formal mindfulness practice. Loving kindness mediation was added with little emphasis on 
teaching CBT skills.  The findings suggest that although the participants were not diagnosed 
with eating disorders there was evidence of disordered eating patterns especially with Aja, 
Sandeep and Kevin as mentioned above.  This lack of targeting these eating patterns may 
have had an effect on the outcomes for these participants.  For example,  Katterman and 
colleagues (Katterman, Kleinman, Hood, Nackers, & Corsica, 2014) reviewed 14 studies that 
used mindfulness meditations as the primary intervention for participants with subclinical 
eating disorders. The findings indicated that although mindfulness training was important in 
the fostering of positive changes in disordered eating, a standard MBSR training course does 
not reduce disordered eating (Kearney, Milton, Malte, McDermott, Martinez & Simpson, 2012).  
Therefore, this suggests that the MBI needs to be specifically focused on the eating behaviour, 
such as the mindfulness-based eating awareness training (Kristeller & Wolever, 2011).  It has 
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also been suggested that although there may be merit in targeting particular groups who have 
similar eating patterns (Breland et al., 2016; Timmerman & Brown, 2012), deciding which 
eating behaviours or patterns to target is complex as there is a range of eating behaviours in 
the literature that this study adds to that may be problematic to PWD. These include: 
overeating, binge-eating and eating disorders; night time eating; eating alone; mindless eating 
and cravings (Carter & Jansen, 2012; Castro-Sanchez et al., 2013). There is also evidence of 
eating to regulate emotions, possibly due to insecure attachment issues or due to a lack of 
interoceptive awareness (Alexander & Siegel, 2013; Warren, Smith & Ashwell, 2017). There 
is also the potential lack of self-compassion, negative thoughts and feelings of shame (Gilbert, 
2010).    
A mindfulness programmes for PWD (Miller, Kristeller, Headings, Nagaraja & Miser, 
2012; Miller, Kristeller, Headings & Nagaraja, 2014) was compared with a diabetes self-
management programme with a mindful eating programme designed for PWD. The 
hypothesised outcome was that mindful eating would facilitate greater food regulation by 
minimising overeating and reduce inattentive eating and overeating.  The findings that are 
pertinent to this current study were that healthy eating tended to happen when there was an 
awareness that the internal sensation was not hunger, and that unhealthy food tended to be 
eaten in response to emotional cues.  The current participants showed evidence of similar 
patterns of unhealthy eating, as already discussed, and this highlights the importance of 
bringing awareness to the emotional sensations which the participants also found difficult to 
respond to differently. 
There is evidence from this study that for some of the participants, the continued use 
of mindfulness techniques was only possible when they already felt good. This was evident in 
Cheryl’s account of having a well-balanced diet when in a good place and Jacinta reporting 
that when she is being more conscious, she will reduce her intake. This is in contrast to 
Mantzios and Giannou (2014) who suggested that without the structure of a group session, 
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individuals tend to use mindfulness meditations when things were not going well making it an 
avoidance practice. However, when the current participants felt bad, some reported they fell 
into old habits of eating, which they said worked better and quicker than mindfulness. It has 
already been noted with these participants that they had developed the recognition of hunger 
signals and reported that they were aware that they rarely felt hungry but felt the urge to gratify 
their desires to eat particular items of food.  This difficulty could be due to problems with 
individual practice where failure in using some of the mindfulness meditations could enhance 
the inclination to avoid and therefore be unable to remain open to whatever arises in the 
moment.  There is also some evidence that doing mindfulness meditations on one’s own, 
especially as a beginner, may not be conducive to supporting a mindful attitude when there is 
a felt sense of failing (Mantzios & Giannou, 2014). The sense of failure is often present in 
people who are overweight due to failed diets, or being unable to reduce or give up favourite 
foods (Medina, Wilson, Salvo, et al., 2017).  The idea of bearing the suffering of negative 
thoughts and the urge to eat something without someone guiding them may be difficult to 
grasp.  Tapper, Shaw, Ilsley et al. (2009) also reported some findings that suggest participants 
found it difficult to understand the acceptance part of the ACT programme being used.  They 
confused the aim of the acceptance exercise with relaxation, not unlike the participants of this 
current study.  This particular finding of the current study adds to Tapper and colleagues’ study 
(Tapper et al. 2009) and was consistent with a lack of change in emotional and external eating 
or psychological flexibility. 
What seems to come out of this current study is that little consideration was given to 
how the participants got to where they were in relation to food in terms of the how and why of 
eating prior to the course. Although the course provided to these participants was specifically 
for PWD, eating behaviours were not targeted other than in the initial raisin-eating exercise in 
the first session.  They were also not encouraged to practise the mindfulness exercises for 
fear of exacerbating rigidity and a sense of failure.  However, the consequence of this may 
have perpetuated the tendency to avoid difficulties and use food to self-soothe instead. 
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4.6 Quality and research rigour 	
Yardley's (2000) paper on ensuring validity in qualitative research is the main text used to 
consider the quality and research rigour in this section.  In terms of the completeness of data 
collection, analysis and interpretation, I include a section on the limitations of the study. With 
regards to whether the research is important, I address some of its potential implications of in 
practise and future research.  I conclude this section with a professional reflexive piece to 
address the sensitivity in context and a personal reflexive piece to address my own interests 
and motivations. 
 
4.7 Limitations of the study 
These findings are subject to various limitations of the study as a whole. The course, 
and how it was taught, and the length of time since the course ended  will have some bearing 
on participants’ reported experiences of being mindful at the time of the interviews.  The quality 
of the MBI instructor is also an important aspect of the effectiveness of the programme (Crane 
et al., 2017; Daubenmier et al., 2016).  
One of the main limitations of this research was the potential influence of the varying 
times between the participants of when they had completed the mindfulness course.  There is 
very little data on the long-term effects of a mindfulness course however, there is some 
evidence that certain facets of mindfulness have been shown to have continued effects over a 
two-year period (Petrocchi & Ottaviani, 2015) and six years (de Vibe, Solhaug, Rosenvinge et 
al., 2018). Following a course in Mindfulness Based Stress Reduction (MBSR) course with 
medical and psychology students in Norway, De Vibe and colleagues (2018) found a sustained 
effect on the coping skills and dispositional mindfulness compared to a control group, despite 
poor to moderate adherence to formal mindfulness practice suggesting that a mindful attitude 
can be relatively stable disposition.  However, this leaves the potential for a different set of 
results if the interviews had taken place within a few months of undertaking the training rather 
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than a few years.  The intervention itself and the quality of the instructor should also be taken 
into consideration as a limitation.   
The intervention was an MBCT programme which was slightly modified for PWD. 
Although the lack of promoting formal homework practice was justified as a way of preventing 
a sense of failure, they were encouraged to do something mindful every day. The literature 
does indicate that progress is linked to the formal practice (Birtwell, Williams, Marwijk, 
Armitage & Sheffield, 2018; Crane, Crane, Eames et al., 2014). Therefore, this may have 
affected the degree to which change in mindfulness was achieved.   The course did not target 
eating behaviours, apart from using the raisin exercise at the beginning, nor how to restructure 
eating in order to avoid extreme fullness or hunger. It did however include loving kindness 
mediations which is in keeping with the literature around shame and self-blame (Neff & Dahm, 
2015).  As indicated by the literature review and in this discussion chapter, there is a need to 
increase self-compassion and interoceptive awareness, specifically with cravings and 
overeating in response to difficult emotions.  It was unclear how much this was addressed but 
if it followed the generic MBCT course as indicated, then this may not have been a focus of 
the interventions used. The studies on mindfulness have shown that specificity of targets is 
required rather than generic courses if particular behaviour changes are indicated (Kristeller & 
Wolever, 2011).  The potential targets for helping PWD improve self-management are varied 
and this study has shown that there are a number of potential influencing factors, such as 
elaborations of intrusive thoughts, which suggests the need to attend to interoceptive 
awareness as the potential drivers for cravings.  There is also the isolation and loss that may 
make it difficult to continue practising mindfulness after the course on their own (Mantzios & 
Giannou, 2014) The teacher did provide drop-in sessions but the participants reported the 
need for more. It could be argued that maybe the regular format of MBCT is not long enough 
or specific enough for the needs of PWD. 
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The instructor had her own personal practice which is important as the embodiment of 
the attitude of mindfulness is crucial to the learning process (Boudette, 2010; Crane, Brewer, 
Feldman et al., 2017).  She was not at the time registered on a UK listings which since 2017 
is there to demonstrate that they have met the guidelines (UK Network for Mindfulness-Based 
Teacher Training Organisations, 2019).  This has been a recent recommendation for all 
teachers to ensure the maintenance of standards and to protect the public.  She was, however, 
trained in understanding diabetes and the nature of problems associated with managing this 
and had a number of years in meeting the psychological needs of PWD in the diabetes clinic 
where she was based.  This understanding is seen as necessary for running groups for specific 
segments of the population (Crane, Brewer, Feldman, et al., 2017). 
The ratio of males to females with diabetes is 1 and in this study the ratio of females to 
males was 3:1.  This may be because females are more attracted to MBIs than males 
(Goldstein, 2014), so this ratio may well reflect the reality of the ratio of those attending 
mindfulness courses generally.  Using IPA methodology means the findings are not 
generalisable to the whole population of people with diabetes, and the small sample was 
recruited from a specific intervention. 
 	
4.8 Strengths and implications for clinical practice 
As counselling psychologists, we should be practising from an evidence-based position 
and promoting diversity in research methodologies, such as the qualitative methodology 
utilised in this study (Cooper & McCleod, 2007). One key difference between the research 
literature and this current study is that this study focuses on a population where participants 
do not necessarily have a diagnosable eating disorder but who do have issues with eating, 
potentially low moods and anxiety. These are the people that we are more likely to see at a 
primary care level. The research to date has mainly focussed on clinical and hospitalised 
populations with diagnosed eating disorders. One of the strengths of this study is that the 
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current participants, whilst accepting that this information was not requested, are potentially 
part of the regular population of people with type 2 diabetes who do not have an eating disorder 
and are feeling exposed to societal stigma about being overweight (in most cases) and yet are 
left to self-manage a potentially debilitating long-term condition. 
However, something more fundamental has emerged from this study that questions 
the approach currently used to provide interventions aimed loosely at improving an individual’s 
ability to self-manage diabetes. To be able to be self-managing requires the freedom from 
anxiety and avoidance behaviours, and to be secure within oneself. To be mindful also seems 
to require such a state, so the question is which comes first? The experiences of these specific 
individuals and how they found it difficult to continue practising mindfulness techniques after 
the group, which in this case could be identified as a secure attachment, seems to suggest 
that being able to have a mental representation of a supportive secure figure may prove 
necessary to fully benefit from an MBI. The group seemed to serve this purpose, but 
maintaining it as a mental representation was difficult, especially when distressed. Participants 
have reported that eating something they know is bad for them is quicker and easier than 
“doing mindfulness”.  
Armstrong and Roth (1989) highlighted how this potential separation anxiety from the 
group needs to be considered with regards to the ending of therapy and the difficulties this 
may present to those with attachment insecurity. It may reinforce beliefs that they may hold 
about the “nonviability of long-term intimate relationships” (p. 153, Armstrong & Roth, 1989). 
This may need to be considered in future as the risk for the group becoming the only 
attachment figure in their lives may make the mindfulness work limited to the eight weeks they 
spend together when they feel a sense of safety and support. Conversely, the use of that 
security of the group theoretically may help develop the openness to experiences that comes 
from being mindful. If mindfulness courses are targeting issues that are closely associated with 
anxious or avoidant attachment patterns, such as eating behaviours, then it may be that the 
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focus should be on the ability to establish mental representations of the immeasurable 
conditions of loving kindness, equanimity, compassion and empathetic joy (Wallace, 2004). 
Individuals, such as the participants in this study, may at first need to be instructed to think 
about their most recent supportive experience in order to counter the tendency to perhaps 
doubt that there is any available responsive attachment figure (Mikulincer & Shaver, 2001).  
Meredith and Strong (2019) suggested a more integrated approach tailored to individual needs 
and taking on the central role of attachment. Regulating stress due to insecure attachment 
could be achieved through mindfulness and would also bring increased awareness to sensory 
stimuli and modulate them accordingly. Key targets would therefore be to reduce emotional 
control and increase awareness of emotional states.  Insecure attachment is also associated 
with how one relates to health providers, so improving patient-provider relationships could 
optimise chances of improved self-management.  This may also indicate the inclusion of 
attachment theory to instructors of mindfulness. 
The mindfulness strategies utilised in tackling certain behaviours or psychological 
states should therefore be targeting particular components or maintaining factors of the 
problem.  A few studies have looked at these strategies and attempted to isolate them to 
determine if they have an effect on the particular problem being targeted. Tapper (2017) 
reviewed 19 studies of mindfulness programmes aimed at weight management-related eating 
behaviours. She concluded that although specific mindfulness techniques, in particular present 
moment awareness and decentring, showed most promise in targeting weight management, 
unless research is informed by theory, we will not be able to fully understand what works and 
why. What appears to be occurring may have more to do with targeting functional problems 
with people who have difficulties with self-management.  These difficulties may need to be 
identified on an individual basis above and beyond the shared difficulties that have been 
addressed here.  
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This knowledge would seem essential if MBIs are to be continued to be used as 
evidence-based interventions for not just those with difficulties in managing their diabetes but 
many other conditions or problems. What is being offered in this study is the suggestion that 
there needs to be some preliminary work or focus on being able to develop a felt sense of 
security. It is of interest that mindfulness was enthused about by Vea who rediscovered her 
religious and spiritual beliefs. It could be said that her belief in God provided her with the mental 
representation of a security-enhancing figure that she was able to bring to mind in difficult 
times. This in turn may well have enabled her to be able to act in mindful ways that the other 
participants seemed to have reportedly found difficult to do.  
This study opened up a window to the experiences of conflict between finding peace 
with mindfulness, but not being able to make full use of their learning in relation to their eating 
behaviour. It also created conflict with craving certain foods and hating them too, to conflict 
with searching for childlike comfort and falling into, what I have interpreted as, behaving like 
insecurely-attached children when it came to eating what they wanted, when they wanted. All 
of these difficulties and conflicts could be the target for mindfulness strategies, but some 
understanding from the literature as to how these behaviours and conflicts could be 
contributing to difficulties with food need to be examined further. For example, if the difficulties 
with self-management are because it is hard to get comfort from anywhere or anyone else or 
there are anxious or avoidant attachment styles in operation, then this points to developing 
effective emotional regulation and perhaps being much more in tune with the body as a source 
of information (Miller, 2017; Telch, Agras & Linehan, 2000). This would also indicate a need to 
focus much more on the body as a tool. Body psychotherapy (Totton, 2003), Body Awareness 
Therapy (Ryding, Rudebeck & Roxendale, 2002) or Body Awareness Program (Landsman-
Dijkstra, van Wijck & Groothoff (2006) may help to improve participants’ relationship with their 
bodies and learn to distinguish between what is happening in their bodies from what they think 
is happening in their bodies. This may involve correcting an individual’s narrative to reflect the 
biological reality (Rogers & Brunstrom, 2016).  If, as it has been suggested, the loss of an 
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attachment figure is unresolved, this may require a degree of acceptance, a felt sense of 
security or a new internal model of secure attachment before any more work is done as a first 
step.  
One aspect that needs careful consideration is making any interventions not only 
specific for what the individual needs but to make the intervention acceptable and not 
something that makes someone feel even more stigmatised than they may already feel. 
Perhaps a course that is promoted as focussing on eating and food intake needs to be 
rethought in light of the current stigmatising narrative on obesity (Ralston, Brinston, Buse, et 
al., 2018). 
4.9 Implications for future research  
It is hoped that this research can stimulate further research into the everyday lives of 
the millions of people trying to manage their diabetes.  A number of studies have begun to 
isolate the components of mindfulness that have an effect on behaviours and attitudes.  Future 
research within the field of diabetes could strengthen evidence for specific facets of 
mindfulness related to eating behaviour.  However, it needs to be kept in mind that attachment 
difficulties may result in problems in making cognitive distinctions between separations that 
were everyday short breaks and those that are permanent breaks (Armstrong & Roth, 1989). 
Therefore, amongst insecure attached adults, there is an over-sensitivity to separation which, 
according to Ainsworth et al. (Ainsworth, Blehar, Waters & Wall, 1978), is in keeping with an 
anxious attachment style.  If, as this study suggests, a felt sense of security needs to be 
developed as part of the intervention then this may help to allow a continuation of the benefits 
gained from mindfulness courses long after they finish.  The ability to understand the mental 
state of self and others, could be examined as potentially helping someone to mentalise the 
mind of others when apart from a social group such as a mindfulness group. A mixed-methods 
study utilising measures of the participants’ attachment style, mindfulness disposition and the 
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ability to mentalise could help to establish what the mediating factor is in improved facets of 
mindfulness as measured following a course.   
Research is also needed that reflects the culturally-diverse demographics and the 
presenting issues of the population who have T2D.  This requires ensuring that the ethnic mix 
reflects the true picture of diabetes across the country given the higher rates of T2D in South 
Asian and African, Africa-Caribbean population.  There is also a need to shift from research 
that is mostly focussed on clinically disordered eating patients to those who struggle with the 
real-world, everyday lived experiences of food.  
4.10 Reflexivity  	
4.10.1 Professional reflexivity 	 My background in developmental and health psychology has clearly influenced 
the way I have interpreted the experiences of the individuals I interviewed and in a way that 
was unexpected. I had not fully considered that my background would have been a source of 
information in the interpretation process and the difficulties of bracketing this off, or epoché.  
As Finlay and Gough (2008) pointed out, epoché is not an attempt to be objective but one of 
being reflexive on the potential impact I as the researcher had on the research process.  I  kept 
a reflective journal in which I wrote straight after the interviews to note my impressions of the 
interviewees in an attempt to stay reflexive.  I also ensured that I had regular supervision as I 
progressed through the interviewing period and during the analysis stage.  I was very 
conscious of the positivist attitude of my previous research experiences and the draw to look 
for certainty.  I was also bringing my own experiences of running a mindfulness course for 
PWD in my own workplace which is where I first came face to face with the potential issues 
that this research has explored.  We had provided a course for PWD based on treating the 
depression and anxiety of living with diabetes but with little effect on this.  However, we had 
seen an improvement in their self-care.  As a novice IPA researcher, the most difficult aspect 
was to step back and let the words and experiences of the participants to speak for themselves. 
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I managed this process by firstly running a pilot study with a colleague at work who did not 
have diabetes, but was a mindfulness teacher in training. This gave me an insight into the 
interview process and potential difficulties of asking personal questions and what it might imply.  
I was aware of potentially coming across as judgemental and the pilot study had the effect of 
changing the approach I took with the participants, such as leaving space for them to talk and 
to check out any assumptions I may be making in my questions. It made me much more 
sensitive to the issues of stigma that may be attached to having diabetes and I tried to be 
careful with the wording of the questions and how I was with them in the interviews.  The pilot 
gave me an opportunity to experience the analysis process and the feeling of being disloyal to 
the interviewee when I moved into the critical analysis. I noticed with interest how my 
preconceptions about my colleague were asserting their influence on my interpretations.  I 
reflected on this in the assignment the pilot study was used for.  Positioning myself in this way 
and developing the stance of making tentative interpretations has had an effect on my clinical 
practice too. I have noticed that I am able to let the clients speak more freely and to not jump 
in with my assessments of what they need or what is wrong with them. I am more likely to be 
open to their lived experiences and not assume I have a shared understanding of what they 
are experiencing.  
4.10.2 Personal reflexivity 
The experience in the interview room with the participants felt like a privilege and I had 
not appreciated at the beginning of this process just how much a relationship with food would 
bring out a certain relationship with perhaps themselves let alone others. As the only other 
person in the room with the participants, my position seemed to feel like it varied from the 
experience of hearing confessions to perhaps feeling almost parental. I am aware that these 
personal experiences of mine are part of the data and as such make this data a shared 
experience where my role and my personality and the effect it was having on me was part of 
their experience too.  
	 159	
I had not consciously held a priori theories of how someone may relate to food whilst 
dealing with diabetes. What surprised me more than anything was the sense of sadness that 
came from most of the participants.  The fact that this was within the narrative of their struggles 
with food and relating it to difficulties in childhood no doubt turned my thoughts to my mother’s 
experiences with diabetes. I was in most cases very conscious of the sadness that came from 
talking about the experiences I was questioning them about. Many of them commented on how 
surprised they were too at what it brought up for them and that they were making connections 
that they had not thought of before.  Some felt that they needed to contemplate some of their 
discoveries further after talking with me. I think that although I had a plan of the questions that 
I used to guide the conversation, the ability to provide an accepting and non-judgmental 
attitude helped to provide the much-discussed temporary felt sense of security or conditions 
of worth (Rogers, 1961) that perhaps enabled most of the participants to talk, and to talk 
perhaps freely. 
4.11 Conclusions  
Eating food is a behaviour consistent with feeling hungry and this need is met through 
satiation. However, as is the case with all of the participants in this study, hunger was not and 
has rarely been the drive to eat. Therefore, the natural reward of food in response to hunger 
is not experienced. It was more likely to be the reported experience of food giving ‘love’ or to 
stop them from ‘doing stupid things’ or ‘screaming’, and often it was to fulfil a need for 
comforting and meet the yearning and cravings. Food, in the reported experiences captured 
in this study, has therefore taken on a different role and is reportedly very tied to the experience 
of the body and the ability to bring about good feelings, or the avoidance of unpleasant funny 
spells and annoying thoughts. This has led to the consideration of the function of the 
relationship with food being based in desire and the EIT (Kavanagh et al., 2005). This cognitive 
theory fits with the research on using mindfulness and imagery as a way of utilising the limited 
working memory and therefore reducing the desire to eat certain food as a way of achieving a 
particular state. Memory, and in particular childhood memories, were reported to be particularly 
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important in the relationship with food in this current study. This linked the research to 
something even more fundamental to cognitions which is the research on attachment and 
emotional regulation and the role it plays with how food is used.  
There is also a need to target the shame and self-blame that PWD are subject to as 
reviewed in Chapter 1.   A recent commentary in The Lancet called for a change in the narrative 
used in relation to people who are obese in order to ensure that we can address the ‘complex 
interplay between factors that are not within individuals’ control’ (p.1385, Ralston, Brinston, 
Buse et al., 2018), They particular recognise the need for the lived experience of the individuals 
to be at the centre of the narrative ‘so that a better, more accurate story can be told’(p.1385).   
Without this shift the issues of obesity will continue to stigmatised with siloed approaches.   
If PWD struggle emotionally because of years of coping with an insecure attachment 
style, then care needs to be taken to make sure the interventions meet their particular needs.  
The literature indicates that the ability to mentalise is part of a secure attachment style.  
Mentalising is a core aspect of mindfulness and it raises the issue of whether we are doing this 
particular group of people a disservice by sending them on a course that they may not be able 
to make full use of.  One way of addressing this issue would be to provide a mentalising 
intervention prior to a mindfulness course for those who have an insecure attachment style. 
This emphasises the need to develop models to understand and influence patients with chronic 
illnesses from perspective of attachment, as a shift in attachment style may be directly related 
to capacity to adhere to regimen of diabetes.  It is the psychological factor activated by stress 
of illness and the way people relate to others who care for them which needs to be addressed.   
Mindfulness courses clearly have a role to play in helping people with diabetes.  The 
increased awareness of what the participants were doing when it came to food was clear, 
although painful.  Learning to have more self-compassion through loving kindness was 
particularly noted with the participants. By slowing down through mindfulness, you become 
more connected to yourself and a sense of safety, rather than a need to be safe. However, as 
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Gilbert (2010) has noted, compassion is about going out and facing one’s fears rather than 
sitting inside eating chocolate. Food was often the preferred option to mindfulness exercises 
and this may be due to a lack of encouragement for formal practice potentially leaving the 
participants with a sense of failure.  Mindful eating research has also shown to help but in 
keeping with the observations made here, if mindful eating is not specifically targeted then the 
how of eating is left unaddressed. Food for some participants has been the one reliable 
relationship in participants’ lives, so a sense of security within themselves is needed before 
attempting to change it.  For other participants food is an unwanted and unreliable relationship 
thus requiring the ability to learn to trust their bodies and know what the internal experiences 
mean and respond accordingly. Feeling empty is not the preferred alternative but if they could 
be helped to develop new relationships and mentalise a felt sense of security, then maybe 
they will not feel quite so emotionally empty. 
  
	 162	
 
References 
 
Abbott, R.A., Whear, R., Rodgers, L.R., Bethel, A., Thompson Coon, J., Kuyken, W., Stein, K. 
& Dickens, C. (2014). Effectiveness of mindfulness-based stress reduction and 
mindfulness based cognitive therapy in vascular disease: A systematic review and 
meta-analysis of randomised controlled trials. Journal of Psychosomatic Research, 76, 
341–351. 
Aghili, R., Polonsky, W.H., Valojerdi, A.E., Malek, M., Keshtkar, A.A., Esteghamati, A., 
Heyman, M. & Khamseh, M.E. (2016). Type 2 diabetes: Model of factors associated 
with glycemic control. Canadian Journal of Diabetes, 40, 424-430. 
Aikens, J.E., Perkins, D.W., Piette, J.D., & Lipton, B. (2008). Association between depression 
and concurrent type 2 diabetes outcomes varies by diabetes regimen. Diabetic 
Medicine, 25, 1324-1329. 
Ainsworth, M. D. S., Blehar, M., Waters, E., & Wall, S. (1978). Patterns of Attachment. 
Hillsdale, NJ: Erlbaum. 
Alexander, K.E., & Siegel, H.I. (2013). Perceived hunger mediates the relationship between 
attachment anxiety and emotional eating. Eating Behaviors 14(3), 374–377. 
Armstrong, J.G., & Roth, D.M. (1989). Attachment and separation difficulties in eating 
disorders: A preliminary investigation. International Journal of Eating Disorders, 8(2): 
141-155 
 
Analayo, B. (2016). Early Buddhist mindfulness and memory, the body, and pain. Mindfulness, 
7, 1271-1280. http://dx.doi.org/10.1007/s12671-016-0573-1. 
Analayo, B. (2018). Overeating and mindfulness in ancient India. Mindfulness, 9, 1648-1654. 
	 163	
Analayo, B. (2019). Adding historical depth to definitions of mindfulness. Current Opinion in 
Psychology, 28, 11-14. 
Annameier, S.K., Kelly, N.R., Courville, A.B., Tanofsky-Kraff, M., Yanovski, J.A., & Shomaker, 
L.B. (2018). Mindfulness and laboratory eating behaviour in adolescent girls at risk for 
type 2 diabetes. Appetite, 125: 48-56. 
Ashworth, P.D. (2015). Learning from the ‘Life-World’. The Psychologist, 28:8, 646. 
Awasthi B. (2013). Issues and perspectives in meditation research: in search for a definition. 
Frontiers of Psychology, 3, 613. 
Baer, R.A. (2009). Self-Focused Attention and Mechanisms of Change in Mindfulness-Based 
Treatment, Cognitive Behaviour Therapy, 38(1), 15-20, 
DOI: 10.1080/16506070902980703 
Baer, R. A. (Ed.) (2010). Assessing Mindfulness and acceptance processes in clients: 
Illuminating the theory and practice of change. New Harbinger. 
Baer, R.A. (2011). Measuring Mindfulness. Contemporary Buddhism, Vol. 12, No. 1, 241-261. 
Baer, R. A., Fischer, S., & Huss, D. B. (2005). Mindfulness and acceptance in the treatment of 
disordered eating. Journal of Rational-Emotive & Cognitive-Behavior Therapy, 23(4), 
281-300. http://dx.doi.org/10.1007/s10942-005-0015-9 
Baer, R. A., Smith, G. T., & Allen, K. B. (2004). Assessment of mindful- ness by self-report: 
The Kentucky Inventory of Mindfulness Skills. Assessment, 11, 191-206.  
Baer, R.A., Smith, G.T., Hopkins, J., Krietemeyer, J. & Toney, L. (2006). Using self-report 
assessments methods to explore facets of mindfulness. Assessment, 13(1): 27-45. 
Baer, R.A., Smith, G.T., Lykins, E., Button, D., Krietemeyer, J., Sauer, S., Walsh, E.,Duggan, 
D., & Williams, J.M.G. (2008). Construct Validity of the Five Facet Mindfulness 
	 164	
Questionnaire in Meditating and Nonmeditating Samples. Assessment, 15; 329-342. 
 
Baniasadia, H., Lotfi kashani, F., & Jamshidifar, Z. (2014). Effectiveness of mindfulness 
training on reduction of distress of patients infected by breast cancer. Procedia - Social 
and Behavioral Sciences 114: 944–948. 
Bann, D., Johnson, W., Li, L., Kuh, D., & Hardy, R. (2018). Socioeconomic inequalities in 
childhood and adolescent body-mass index, weight, and height from 1953 to 2015: an 
analysis of four longitudinal, observational, British birth cohort studies. Lancet Public 
Health 3: 194–203. 
Bartholomew, K., & Horowitz, L. M. (1991). Attachment style among young adults: A test of a 
four-category model. Journal of Personality and Social Psychology, 61, 226–244. 
Bazzazian, S., & Besharat, M.A. (2012). An explanatory model of adjustment to type 1 diabetes 
based on attachment, coping, and self-regulation theories. Psychology, Health & 
Medicine, 17(1): 47–58. 
Bélanger, C., Di Schiavi, M-F., Sabourin, S., Dugal, C., El Baalbaki, G., & Lussier, Y. (2014). 
Self-esteem, coping efforts and marital adjustment. Europe’s Journal of Psychology, 
10(4): 660–671. 
Beverly, E.A., Ritholz, M.D., Brooks, K.M., Hultgren, B.A., Lee, Y., Abrahamson, M.J., & 
Weinger, K. (2012). A qualitative study of perceived responsibility and self-blame in 
type 2 diabetes: Reflections of physicians and patients. Journal of General Internal 
Medicine 27(9): 1180–1187. 
BHF (2012) https://www.bhf.org.uk/publications/policy-documents/twice-as-likely-putting-
long-term-conditions-and-depression-on-the-agenda---april2012 
	 165	
Biessels, G.J., Deary, I.J., & Ryan, C.M. (2008). Cognition and diabetes: a lifespan 
perspective.  Neurology, 7(2): 184–190. 
Biggerstaff, D. L., & Thompson, A. R. (2008). Interpretative phenomenological analysis (IPA): 
a qualitative methodology of choice in healthcare research. Qualitative Research in 
Psychology 5: 173–183. 
Billig, M. (1997). ‘Rhetorical and discursive analysis: how families talk about the Royal family’, 
in N. Hayes (ed) Doing Qualitative analysis in psychology. Hove: Psychology Press, 
pp. 39-54. 
Birtwell, K., Williams, K., van Marwijk, H., Armitage, C.J., & Sheffield, D. (2018). An exploration 
of formal and informal mindfulness practice and associations with wellbeing. 
Mindfulness, https://doi.org/10.1007/s12671-018-0951-y  
Bishop, S. R., Lau, M., Shapiro, S., Carlson, L., Anderson, N. D., Carmody, J., . . . Devins, G. 
(2004). Mindfulness: A proposed operational definition. Clinical Psychology: Science 
and Practice, 11(3), 230-241. doi:10.1093/clipsy/bph077  
Black, S., Kraemer, K., Shah, A.., Simpson, G., Scogin, F., & Smith, A. (2018). Diabetes, 
depression, and cognition: A recursive cycle of cognitive dysfunction and glycemic 
dysregulation. Current Diabetes Reports,18:118. 
Blair, L. (2010). A critical review of the scientist-practitioner model for counselling psychology. 
Counselling Psychology Review,25(4): 19–30. 
Bohart, A. (2000). The client is the most important common factor: Clients’ self-healing 
capacities and psychotherapy. Journal of Psychotherapy Integration, 10(2), 127–149.  
Bohlmeijer, E., Prengera, R., Taala, E., & Cuijpers, P. (2010). The effects of mindfulness-
based stress reduction therapy on mental health of adults with a chronic medical 
disease: A meta-analysis. Journal of Psychosomatic Research 68 (2010) 539–544. 
	 166	
Boudette, R. (2011). Integrating Mindfulness Into the Therapy Hour. Eating Disorders, 19:1, 
108–115, DOI: 10.1080/10640266.2011.533610  
Bowen, M.E., Cavanaugh, K.L., Wolff, K., Davis, D., Gregory, R.P., Shintani, A., Eden, S., 
Wallston, K., Elasy, T., & Rothman, R.L. (2016). The diabetes nutrition education study 
randomised controlled trial: A comparative effectiveness study of approaches to 
nutrition in diabetes self-management education. Patient Education and Counselling, 
99(8): 1368-76. 
Barone, L., & Guiducci,V. (2009). Mental representations of attachment in Eating Disorders: a 
pilot study using the Adult Attachment Interview, Attachment & Human Development, 
11:4, 405-417, DOI: 10.1080/14616730902814770  
Bowlby, J. (1969/1982). Attachment and loss, Vol. I: Attachment (2nd ed.). New York: Basic 
Books.  
Bowlby, J. (1977). The making and breaking of affectional bonds. I. Aetiology and 
psychopathology in the light of attachment theory. An expanded version of the Fiftieth 
Maudsley Lecture, delivered before the Royal College of Psychiatrists, 19 November 
1976. The British Journal of Psychiatry, 130, 201-210. 
http://dx.doi.org/10.1192/bjp.130.3.201 
Bowlby, J. (1980). Attachment and loss, Vol. 3: Loss, sadness and depression. New York: 
Basic Books. 
BPS (2014). Code of Human Research Ethics. The British Psychological Society, Leicester. 
Braizat, O., Feinn, R., Abbott, G., & Wagner, J. (2017). Relationship style and glycaemic 
control in women with type 2 diabetes: The mediating role of psychological distress. 
Stress and Health, 34: 462-467. 
	 167	
Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 
Psychology, 3: 77-101. 
Braun, V., & Clarke, V. (2014). What can “thematic analysis” offer health and wellbeing 
researchers? International Journal of Qualitative Studies on Health & Wellbeing, 9: 
26152. 
Breland, J.Y., Donalson, R., Dinh, J., Nevedal, A. & Maguen, S. (2016). Women veterans’ 
treatment preferences for disordered eating. Women’s Health Issues, 26(4); 429–436. 
Brown, K.W., & Ryan, R.M. (2003) The benefits of being present: mindfulness and its role in 
psychological well-being. Journal of personality and social psychology, 84. 822–848. 
Brown, K. W., Ryan, R. M., & Creswell, J. D. (2007). Mindfulness: Theoretical foundations and 
evidence for its salutary effects. Psychological Inquiry, 18(4), 211-237. 
doi:10.1080/10478400701598298 
Brown, J.L., Venture, A., Mosely, K., & Speight, J. (2013) ‘I call it the blame and shame 
disease’: a qualitative study about perceptions of social stigma surrounding type 2 
diabetes. BMJ Open, 18:3(11) e003384. doi: 10.1136/bmjopen-2013-003384. 
Brown, P., Zavestoski,S.,  McCormick, S., Mayer,B.,  Morello-Frosch, R., & Altman, R.G. 
(2004). Embodied health movements: new approaches to social movements in health. 
Sociology of Health & Illness, 26(1); 50–80. 
Buchheld, N., Grossman, P., & Walach, H. (2001). Measuring mindful- ness in insight 
meditation (Vipassana) and meditation-based psycho- therapy: The development of 
the Freiburg Mindfulness Inventory (FMI). Journal for Meditation and Meditation 
Research, 1, 11–34. 
	 168	
Bury, D., & Strauss, S. M. (2006). The Scientist-Practitioner in a Counselling Psychology 
Setting. In: D. A. Lane & S. Corrie (Eds.), The Modern Scientist-Practitioner: A Guide 
to Practice in Psychology. (pp. 112-126). London, UK: Routledge. ISBN 1583918868  
Cairns, V., & Murray, C. (2013). How do the features of mindfulness-based cognitive therapy 
contribute to positive therapeutic change? A meta-synthesis of qualitative studies. 
Behavioural and Cognitive Psychotherapy, 1-18. 
Caldwell, K.L., Baime, M.J., & Wolever, R.Q. (2012). Mindfulness Based Approaches to 
Obesity and Weight Loss Maintenance.Journal of Mental Health Counselling,  34(3): 
269-282. 
Caluyong, M.B., Zambrana, A.F., Romanow, H.C., Nathan, H.J., Nahas, R., & Poulin, P.A. 
(2015). The relationship between mindfulness, depression, diabetes self-care, and 
health-related quality of life in patients. Mindfulness, 6: 1313–1321. 
Calvin, J.L.R., Gavira, A.Z., & Rios, M.D.M (2015). Prevalence of depression in type 2 diabetes 
mellitus.  Rev Clin Esp. 2015;215: 156-164.  
Carey, T.A., & Stiles, W.B. (2016). Some problems with randomised control trials and some 
viable alternatives. Clinical Psychology and Psychotherapy, 23: 87–95. 
Carlson, L.E., & Brown, K.W. (2005). Validation of the mindfulness awareness scale in a 
cancer population. Journal of Psychosomatic Research, 58: 29-33. 
Carmody, J., & Baer, R. A. (2008). Relationships between mindfulness practice and levels of 
mindfulness, medical and psychological symptoms and well-being in a mindfulness-
based stress reduction program. Journal of Behavioral Medicine, 31, 23-33. 
doi:10.1007/s10865-007-9130-7 
Carmody, J., Baer, R.A., Lykins, L.B., & Olendzki, N. (2009). An empirical study of the 
mechanisms of mindfulness in a mindfulness-based stress reduction program.  Journal 
	 169	
of Clinical Psychology, 65(6): 613-626. 
Carter, F.A., & Jansen, A. (2012). Improving psychological treatment for obesity. Which eating 
behaviours should we target? Appetite, 58: 1063-1069. 
Castro-Sánchez, A.E., & Ávila-Ortíz, M.N. (2013). Changing dietary habits in persons living 
with type 2 diabetes. Journal of Nutrition Education and Behaviour, 45(6): 761–766. 
Cebolla, A., Demarzo, M., Martins, P., Soler, J., & Garcia-Campayo, J. (2017). Unwanted 
effects: Is there a negative side of meditation? A multicentre survey. PLoS ONE 12(9): 
e0183137. https://doi. org/10.1371/journal.pone.0183137  
Cebolla, A., Galiana, L., Campos, D., Oliver, A., Soler, J., Demarzo, M., Banos, R.M., Feliu-
Soler, A., & Garcia-Campayo, J. (2018). How does mindfulness work? Exploring a 
theoretical model using samples of meditators and non-meditators.  Mindfulness, 9: 
860-870. 
Çelik, S., Kayar, Y. Akçakaya, R.O., Uyar, E.T., Kalkan, K., Yasisiz, V… Yucel, B. (2015). 
Correlation of binge eating disorder with level of depression and glycemic control in 
type 2 diabetes mellitus patients. General Hospital Psychiatry, 37: 116-119. 
Chao, A.M., Wadden, T.A., Gorin, A.A., Troniers, J.S., Pearl, R.L., Bakizada, Z.M., Yanovski, 
S.Z., & Berkowitz, R.I. (2017). Binge eating and weight loss outcomes in individuals 
with type 2 diabetes: 4-year results from the Look AHEAD study. Obesity, 25: 1830-
1837. 
Charmaz, K. (2008) Constructionism and the grounded theory. In J.A. Holstein & J.F. Gubrium 
(Eds), Handbook of Constructionist Research: New York: Guilford Press: 397-412. 
Chiesa, A. (2013). The difficulty of defining mindfulness: Current thought and critical issues. 
Mindfulness 4: 255–268. 
	 170	
Ciechanowski, P., Russo, J., Katon, W., Von Korff, M., Ludman, E., Lin, E., … Bush, T. (2004). 
Influence of patient attachment style on self-care and outcomes in diabetes. 
Psychosomatic Medicine, 66: 720–728. 
Ciechanowski, P., Kirsch, I.B., & Katon, W.J. (2002). Interpersonal predictors of HbA1c in 
patients with type 1 diabetes. Diabetes Care, 25: 731-736. 
Clarke, V., & Braun, V. (2018). Using thematic analysis in counselling and psychotherapy 
research: A critical reflection. Counselling & Psychotherapy Research, 18(2): 107-110. 
Clinical Innovation and Research Centre (2011). Care Planning: Improving the Lives of People 
with Long Term Conditions. Royal College of General Practitioners. 
Cohen, O., Birnbaum, G.E., Meyuchas, R., Levinger, Z., Florian, V., & Mikulincer, M. (2005). 
Attachment orientations and spouse support in adults with type 2 diabetes. Psychology, 
Health & Medicine, 10(2): 161–165. 
Compson, J. (2018). Adverse meditation experiences: navigating Buddhist and secular 
frameworks for addressing them. Mindfulness, 9: 1358–1369. 
Cooper, M., & McLeod, J. (2007). A pluralistic framework for counselling and psychotherapy: 
Implications for research. Counselling and Psychotherapy Research, 7 (3): 135-143. 
ISSN 1473-3145  
Coppin, G., Nolan-Poupart, S., Jones-Gotman, M. & Small, D.M. (2014). Working memory and 
reward association learning impairments in obesity. Neuropsychologia 65: 146-155. 
Cotier, F.A., Zhang, R., & Lee, T.M.C. (2017). A longitudinal study of the effect of short-term 
meditation training on functional network organisation of the aging brain. Scientific 
Reports, 7: 598. 
	 171	
Cramer, H., Lauche, R., Paul, A., & Dobos, G. (2012). Mindfulness-based stress reduction for 
breast cancer—a systematic review and meta-analysis. Current Oncology—Volume 
19, Number 5, October 2012, 343–352. 
Crane, R.S., Brewer, J., Feldman, C., Kabat-Zinn, J., Santorelli, S., Williams, J.M.G. &  
Kuyken, W. (2017) What defines mindfulness-based programs? The warp and the weft. 
Psychological Medicine, 47: 990–999. 
Crane, C., Crane, R.S., Eames, C., Fennell, M.J.V., Silverton, S., Williams, J.M.G., & 
Barnhofer, T. (2014). The effects of amount of home meditation practice on 
mindfulness based cognitive therapy on hazard of relapse to depression in the staying 
well after depression trial. Behaviour Research and Therapy, 63: 17–24. 
Crow, S., Kendall, D., Praus, B., & Thuras, P. (2001). Binge eating and other psychopathology 
in Patients with type II diabetes mellitus. International Journal of Eating Disorders, 30: 
222–226. 
Crowe, M., Jordan, J., Burrell, B., Jones, V., Gillon, D., & Harris, S. (2016). Mindfulness-based 
stress reduction for long-term physical conditions: A systematic review. Australian & 
New Zealand Journal of Psychiatry Vol. 50(1) 21–32. 
Cuevas, H.E. (2017). Type 2 diabetes and cognitive dysfunction in minorities: A review of the 
literature. Ethnicity & Health, DOI: 10.1080/13557858.2017.1346174  
Cuijpers, P., van Straten, A., Andersson, G., & van Oppen, P. (2008). Psychotherapy for 
depression in adults: A meta-analysis of comparative outcome studies. Journal of 
Consulting and Clinical Psychology, 76(6): 909–922. 
Cukierman-Yaffe, T. (2012). Diabetes, dysglycemia and cognitive dysfunction. Diabetes Metab 
Res Rev 2014; 30: 341–345. DOI: 10.1002/dmrr  
Daubenmier, J., Moran, P. J., Kristeller, J., Acree, M., Bacchetti, P., Kemeny, M. E., ..., Hecht, 
	 172	
F. M. (2016). Effects of a mindfulness- based weight loss intervention in adults with 
obesity: A randomized clinical trial. Obesity, 24(4), 794–804. 
https://doi.org/10.1002/oby. 21396  
Davis, B.H., Pope, C., Mason, P.R., Magwood, G., & Jenkins, C.M. (2011). “It’s a wild thing 
waiting to get me”: Stance analysis of African Americans with diabetes. The Diabetes 
Educator, 37(3): 409–418. 
D’Argenio, A., Mazzi, C., Pecchioli, L., Di Lorenzo, G., Siracusano, A., & Troisi, A. (2009). Early 
trauma and adult obesity: Is psychological dysfunction the mediating mechanism? 
Physiology & Behavior 98 (2009) 543–546. 
De Groot, M., Anderson, R., Freedland, K.E., Clouse, R.E. & Lustman, P.J. (2001). Association 
of depression and advanced complications: a meta-analysis. Psychosomatic Medicine, 
63: 619–630. 
de Vibe M., Solhaug I., Rosenvinge JH., Tyssen R., Hanley A., Garland E. (2018). Six-year 
positive effects of a mindfulness-based intervention on mindfulness, coping and well-
being in medical and psychology students; Results from a randomized controlled trial. 
PLoS ONE 13(4): e0196053. https://doi.org/10.1371/journal.pone.0196053 
Department of Health (2008). Long-term conditions positive practice guide. DoH, London. 
Dennick, K., Sturt, J., & Speight, J. (2017). What is diabetes distress and how can we measure 
it? A narrative review and conceptual model. Journal of Diabetes and its Complications, 
31: 898–911. 
Department of Health (2008). Long-term conditions positive practice guide. DoH, London. 
Department of Health (2011). No Health Without Mental Health: A cross-government mental 
health outcomes strategy for people of all ages. Mental Health and Disability, Dept. of 
Health, London. 
	 173	
Diabetes UK (2012). State of the Nation 2012 England. Macleod House, 10 Parkway, London 
NW1 7AA. 
Diabetes UK (2015). Facts and Stats. Diabetes UK. 
Diabetes UK (2017). downloaded from https://www.diabetes.org.uk/professionals/position-
statements-reports/statistics/diabetes-prevalence-2017 
Ding, J., Strachan, M.W.J., Reynolds, R., Frier, B.M., Deary, I.J., Fowkes, F.G.R., …Price, J.F. 
(2010). Diabetic Retinopathy and cognitive decline in older people with type 2 diabetes. 
Diabetes, 59: 2883–2889. 
Dobkin, P.L. (2008). Mindfulness-based stress reduction: What processes are at work? 
Complementary Therapies in Clinical Practice, 14: 8-16. 
Dobkin, P.L., Irving, J.A., & Amar, S. (2011). For whom may participation in a mindfulness-
based stress reduction program be contraindicated? Mindfulness, 3(1) DOI 
10.1007/s12671-011-0079-9  
Dreyfus G. (2011). Is mindfulness present-centred and non- judgmental? Contemporary 
Buddhism 12(1): 41-54 http://dx.doi.org/10.1080/14639947.2011.564815.  
Eatough, V., & Smith, J.A. (2008). Interpretative phenomenological analysis. In C. Willig and 
W. Stainton Rogers (eds), The Sage handbook of qualitative research in psychology. 
London: Sage 
Edwards, D., & Potter, J. (1992). Discursive Psychology. London: Sage. 
Egede, L.E., & Ellis, C. (2010). Diabetes and depression: Global perspectives. Diabetes 
Research and Clinical Practice, 87: 302–312. 
Elgin, J. & Pritchard, M. (2006) Adult attachment and disordered eating in undergraduate men 
and women, Journal of College Student Psychotherapy, 21(2):25-40 
	 174	
Ercan A, Kiziltan G. (2013). Obesity-related abnormal eating behaviors in Type 2 diabetic 
patients. Pak J Med Sci;29(6): 1323–1328. DOI: 
http://dx.doi.org/10.12669/pjms.296.3657  
Eshkevari, E., Rieger, E., Longo, M.R., Haggard, P., & Treasure, J. (2011). Increased plasticity 
of the bodily self in eating disorders. Psychological Medicine, 
http://eprints.bbk.ac.uk/4528  
Faber, A., Dubé, L., & Knauper, B. (2018). Attachment and eating: A meta-analytic review of 
the relevance of attachment for unhealthy and healthy eating behaviours in the general 
population. Appetite, 123: 410–438. 
Fairburn, C.G. (2008). Cognitive Behaviour Therapy for Eating Disorders. New York: The 
Guilford Press.  
Fanning, J., Osborn, C.Y., Lagotte, A.E., & Mayberry, L.S. (2018). Relationships between 
dispositional mindfulness, health behaviours, and haemoglobin A1c among adults with 
type 2 diabetes. Journal of Behaviour Medicine, 41: 798–805. 
Farb, N., Daubenmier, J., Price, C.J., Gard, T., Kerr, C., Dunn, B.D., Klein, A.C., Paulus, M.P., 
& Mehling, W.E. (2015). Interoception, contemplative practice, and health. Frontiers in 
Psychology, 6: 763. 
Ferrari, M., Dal Cin, M., & Steele, M. (2017) Self-compassion is associated with optimum self-
care, medical outcomes and psychological well-being is a cross sectional sample of 
adults with diabetes. Diabetic Medicine, 34: 1546–1553. 
Finlay, L. (2006). The body’s disclosure in phenomenological research. Qualitative Research 
in Psychology, 3(1), 19–30. 
Finlay, L. (2008). A dance between the reduction and reflexivity: Explicating the 
“phenomenological psychological attitude” Journal of Phenomenological Psychology, 
	 175	
39:1-32. 
Finlay, L. (2009). Debating Phenomenological Research Methods. Phenomenology & 
Practice,3, 6–25. 
Finlay, L., & Gough, B. (2008). Reflexivity: a practical guide for researchers in health and social 
sciences. West Sussex: John Wiley & Sons. 
Fisher, L. Skaff, M.M., Mullan, J.T., Arean, P., Mohr, D., Masharani, U., Glasgow, R., & 
Laurencin, G. (2007). Clinical depression versus distress among patients with type 2 
diabetes. Diabetes Care, 30: 542–548. 
Fonagy, P., & Target, M. (1997). Attachment and reflective function: Their role in self-
organisation. Development and Psychopathology, 9: 679–700. 
Fonagy, P., Target,M.,  Steele, H., & Steele, M. (1998). Reflective-functioning manual, version 
5.0, for application to adult attachment interview. London: University College London.  
Fowler, M.J. (2008). Microvascular and Macrovascular Complications of Diabetes. Clinical 
Diabetes Vol 26(2), 77–82. 
Frearson, S.J. (2006). Evaluation of Mindfulness – Based Therapeutic Approach For People 
Living with Diabetes.  Unpublished PhD Manuscript, University College London. 
Friis, A.M., Consedine, N.S., & Johnson, M.H. (2015). Does kindness matters? Diabetes, 
depression and self-compassion: A selective review and research agenda. Spectrum 
Diabetes Journal, 28(4): 252–257. 
Friis, A.M., Johnson, M.H., Cutfield, R.G., & Consedine, N.S. (2016). Kindness matters: A 
randomized controlled trial of a mindful self-compassion intervention improves 
depression, distress, and HbA1c among patients with diabetes. Diabetes Care, 39: 
1963–1971. 
	 176	
Frith, H., & Gleeson, K. (2004). Clothing and embodiment: Men managing body image and 
appearance. Psychology of Men & Masculinity,5(1): 40-48. 
Gadamer, H. G. (1989). Truth and Method. (2nd Rev. ed) Revised by J. Weisheimer and D.G. 
Marshall. London: Sheed and Ward. 
Gagnon, C., Aimé, A., Bélanger, C., & Markowitz, J.T. (2012). Comorbid diabetes and eating 
disorders in adult patients. The Diabetes Educator, 38(4): 537-542. 
García-Mayor, R.V., & García-Soidán, F.J. (2017). Eating disorders in type 2 diabetic people: 
Brief review. Diabetes & Metabolic Syndrome: Clinical Research & Reviews, 11: 221-
224. 
Gard, T., Holzel, B.K., & Lazar, S.W. (2014). The potential effects of meditation on age-related 
cognitive decline: a systematic review. Annals of the New York Academy of Sciences, 
1307: 89-103. 
Gatineau M., Hancock C., Holman N., Outhwaite H., Oldridge L., Christie A., Ells L. (2014). 
Adult obesity and type 2 diabetes. Oxford: Public Health England. 
Gendall, K. A., Joyce, P. R., Sullivan, P. F., & Bulik, C. M. (1998). Food cravers: Characteristics 
of those who binge. International Journal of Eating Disorders, 23, 353–360.  
Gendlin, E. T. (1997b). How philosophy cannot appeal to experience, and how it can. In D. M. 
Levin (Ed.), Language beyond postmodernism: Saying and thinking in Gendlin’s 
philosophy (pp. 3-41). Evanston, IL: Northwestern University Press.  
George, C., Kaplan, N., & Main, M. (1996). Adult attachment interview 3. Berkeley, CA: 
Department of Psychology, University of California at Berkeley. 
Geuter, U. (2016). Body psychotherapy: Experiencing the body, experiencing the self. 
International Body Psychotherapy Journal, 15(1): 6-19. 
	 177	
Gilbert, P. (2010). Compassion focused therapy: The CBT distinctive features series. London: 
Routledge. 
Gilbert, P. (2009). The Compassionate Mind: A New Approach to Life's 
Challenges. Constable-Robinson. 
Gilbert, P., & Procter, S. (2006). Compassionate mind training for people with high shame and 
self-criticism: Overview and pilot study of a group therapy approach. Clinical 
Psychology and Psychotherapy, 13: 353–379. 
Giorgi, A. (ed) (1985). Phenomenological and Psychological Research. Pittsburgh, PA: 
Duquesne University Press. 
Godfrey, K.M., Gallo, L.C., & Afari, N. (2015). Mindfulness-based interventions for binge 
eating: a systematic review and meta-analysis. J Behav Med (2015) 38:348–362 DOI 
10.1007/s10865-014-9610-5  
Godsey, J. (2013). The role of mindfulness-based interventions in the treatment of obesity and 
eating disorders: An integrative review. Complementary Therapies in Medicine, 21, 
430–439. https://doi. org/10.1016/j.ctim.2013.06.003.  
Goetz, J.L., Keltner, D., & Simon-Thomas, E. (2010). Compassion: An evolutionary analysis 
and empirical review. Psychological Bulletin, 136(3): 351–374. 
Goldstein, E. (2014). Five Reasons Why Men Should Start Practicing Mindfulness. Psych 
Central. Retrieved on November 30, 2018, from 
https://blogs.psychcentral.com/mindfulness/2014/06/five-reasons-why-men-should-
start-practicing-mindfulness/ 
Gomez, L. (1997). An introduction to object relations. New York, NY, US: New York University 
Press. 
	 178	
Gonzalez, J.S., Fisher, L., & Polonsky, W.H. (2011). Depression in diabetes: Have we been 
missing something important? Diabetes Care, 34(1): 236-239. 
Gonzalez, J.S., Peyrot, M., McCarl, L.A., Collins, E.M., Serpa, L., Mimiaga, M.J., & Safren, 
S.A. (2008). Depression and diabetes treatment non-adherence: a meta-analysis. 
Diabetes Care, 31: 2398–2403. 
Gonzalez-Cantú, A., Mireles-Zavala, L., Rodriguez-Romo, A., Olavide-Aguilar, E., De La 
Garza-Hernandez, N.E., & Romero-Ibarguengoitia, M.E. (2017). Eating behaviours and 
emotional distress are predicted by treatment and adverse outcome in patients with 
type 2 diabetes. Psychology, Health & Medicine, DOI: 
10.1080/13548506.2017.1363897  
Griffiths, K., Camic, P.M., & Hutton, J.M. (2009). Participant Experiences of a Mindfulness-
based Cognitive Therapy Group for Cardiac Rehabilitation. Journal of Health 
Psychology Vol. 14(5) 675-681. 
Grossman, P. (2011). Defining mindfulness by how poorly I think I pay attention during 
everyday awareness and other intractable problems for Psychology’s (Re)invention of 
mindfulness: comment on Brown et al. (2011). Psychological Assessment, 23(4); 1034-
1040. 
Gorasia, C.D. (2014). Diabetes: The benefits of Mindfulness Interventions and the role of 
Cognitive Flexibility. Unpublished PhD Manuscript, University of Birmingham. 
Haines, J., & Neumark-Sztainer, D. (2006). Prevention of obesity and eating disorders: a 
consideration of shared risk factors.  Health Education Research: Theory and Practice, 
21(6): 770-782. 
Hamilton, J., Fawson, S., May, J., Andrade, J., & Kavanagh, D.J. (2013). Brief guided imagery 
and body scanning interventions reduce food cravings. Appetite, 71: 158–162. 
	 179	
Hanley, A.W., Abell, N., Osborn, D.S., Roehrig, A.D., & Canto, A.I. (2016). Mind the Gaps: Are 
Conclusions About Mindfulness Entirely Conclusive? Journal of Counseling and 
Development, 94: 103–113. 
Hanley, A.W., Mehling, W.E., & Garland, E.L. (2017). Holding the body in mind: Interoceptive 
awareness, dispositional mindfulness ad psychological well-being. Journal of 
Psychomatic Research, 99: 13–20. 
Hans, E., & Hiller, W. (2013). A meta-analysis of nonrandomised effectiveness studies on 
outpatient cognitive behavioural therapy for adult anxiety disorders.Clinical Psychology 
Review, 33(8): 954–964. 
Hansen, J.T. (2004). Thoughts on knowing: Epistemic Implications of counselling practice. 
Journal of Counseling & Development, 82: 131–138. 
Harrington, A., & Dunne, J. (2015). When mindfulness is therapy, ethical qualms, historical 
perspectives. American Psychologist, 70(7): 621–631. 
https://doi.org/10.1037/a0039460.  
Hart, R., Ivtzan, I., & Hart, D. (2013). Mind the gap in mindfulness research: a comparative 
account of the leading schools of thought. Review of General Psychology, 17(4): 453–
466. doi:10.1037/ a0035212. 
Heatherton, T.F., & Baumeister, R.F.(1991). Binge eating as escape from self- awareness. 
Psychological Bulletin, 110(1), 86-108.  
Henry, S.L., Rook, K.S., Stephens, M.A.P., & Franks, M.M. (2013). Spousal undermining of 
older diabetic patients’ disease management. Journal of Health Psychology, 18(12): 
1550-1561.  
Heidegger, M. (1962). Being and Time. Oxford: Blackwell. 
	 180	
Heriseanu, A.I., Hay, P., Corbit, L., & Touyz, S. (2017). Grqzing in adults with obesity and 
eating disorders: A systematic review of associated clinical features and meta-analysis 
of prevalence. Clinical Psychology Review, 58: 16-32. 
Hermanns, N., Schmitt, A., Gahr, A., Herder, C., Nowotny, B., Roden, M., Ohmann, C., Kruse, 
J., Haak, T., & Kulzer, B. (2015). The effect of a diabetes-specific cognitive behavioural 
treatment program (DIAMOS) for patients with diabetes and subclinical depression: 
Results of a randomised controlled trial. Diabetes Care, 38: 551-560. 
Higgs, S. (2008). Cognitive influences on food intake: The effects of manipulating memory for 
recent eating. Physiology & Behaviour, 94: 734-739. 
Higginson, S. and Mansell, W. (2008). What is the mechanism of psychological change? A 
qualitative analysis of six individuals who experienced personal change and recover. 
Psychology and Psychotherapy: Theory, Research and Practice, 81, 309–328. 
Holas, P., & Jankowski, T. (2013). A cognitive perspective on mindfulness. International 
Journal of Psychology, Vol. 48 No. 3: 232–243. 
Homan, K.J., & Boyatzis, C.J. (2010). The protective role of attachment to God against eating 
disorder risk factors: Concurrent and Prospective Evidence. The Journal of Treatment 
& Prevention, 18(3): 239–258. 
Hudson, J.L., Bundy, C., Coventry, P.A., & Dickens, C. (2014). Exploring the relationship 
between cognitive illness representations and poor emotional health and their 
combined association with diabetes self-care. A systematic review with meta-analysis. 
Journal of Psychosomatic Research 76 (2014) 265–274. 
Hunter, J.J., & Maunder, R.G. (2001) Using attachment theory to understand illness behaviour. 
General Hospital Psychiatry, 23: 177–182. 
	 181	
Husserl, E. (2001/1927). Natur und Geist. Vorlesungen 1927, Husserliana, vol. 32Dordrecht: 
Springer. 
Johnson, M. (2006). Merleau-Ponty’s embodied semantics – from immanent meaning, to 
gesture, to language. EurAmerica, 36(1): 1-27. 
Johnson, S.M. (2003). Attachment theory: A guide for couple therapy. In S.M. Johnson & V.E. 
Whiffen (Eds.) Attachment Processes in couple and family therapy (103-123). New 
York, US. Guilford Press. 
Jordan, C.H., Wang, W., Donatoni, L., & Meier, B.P. (2014). Mindful eating: Trait and state 
mindfulness predict healthier eating behaviour. Personality and Individual Differences, 
68: 107-111. 
Kabat-Zinn, J. (1982). An outpatient program in behavioural medicine for chronic pain patients 
based on the practice of mindfulness meditation: Theoretical considerations and 
preliminary results. General Hospital Psychiatry, 4: 33-47. 
Kabat-Zinn, J. (1990/1996). Full catastrophe living: Using the wisdom of your mind to face 
stress, pain and illness. New York: Dell Publishing.  
Kabat-Zinn, J. (2009). Full Catastrophe Living: Using the Wisdom of Your Body and Mind to 
Face Stress, Pain, and Illness. New York. 
Kabat-Zinn, J. (2017). Too early to tell: The potential impact and challenge – ethical and 
otherwise – inherent in the mainstreaming of Dharma in an increasingly dystopian 
world.  Mindfulness, 8(5); 1125–1135. 
Kaplan, H.I., & Kaplan, H.S. (1957). The psychosomatic concept of obesity. The Journal of 
Nervous and Mental Disease, April-May-June, Vol 125(2): 181-201. 
Karambelkar, P. V. (ed.) (2006). Patanjala-Yoga-Sutra. Lonavla: Kaivalyadhama S. M. Y. M. 
	 182	
Samiti.  
Karkkainen, U., Raevuori, A., Kapiro, J., & Keski-Rahkonen, A. (2018). Do disordered eating 
behaviours have long-term health related consequences? European Eating Disorders 
Review, 26: 22–28. 
Kato, A., Fujimaki, Y., Fujimori, S., Izumida, Y., Suzuki, R., Ueki, K., Kadowaki, T., & 
Hashimoto, H. (2016). A qualitative study on the impact of internalised stigma on type 
2 diabetes self-management. Patient Education and Counselling, 99: 1233–1239. 
Katterman, S.N., Kleinman, B.M., Hood, M.M., Nackers, L.M., & Corsica, J.A. (2014). 
Mindfulness meditation as an intervention for binge eating, emotional eating and weight 
loss: A systematic review. Eating Behaviours, 15: 197-204. 
Kavanagh, D. J., Andrade, J., & May, J. (2005). Imaginary relish and exquisite torture: The 
elaborated intrusion theory of desire. Psychological Review, 112, 446–467. 
Kearney, D.J., Milton, M.L., Malte, C.A., McDermott, K.A., Martinez, M., & Simpson, T.L. 
(2012). Participation in mindfulness-based stress reduction is not associated with 
reductions in emotional eating or uncontrolled eating. Nutrition Research 32: 413-420. 
Kelly, M.P., & Barker, M. (2016). Why is changing health-related behaviour so difficult? Public 
Health, 136: 109-116. 
Kemps, E., & Tiggeman, M. (2007). Modality-specific imagery reduces cravings for food: An 
application of the elaborated intrusion theory of desire to food craving. Journal of 
Experimental Psychology: Applied, 13(2): 95-104. 
Kenardy, J., Mensch, M., Bowen, K., Green, B., Walton, J., & Dalton, M. (2001). Disordered 
eating behaviours in women with type 2 diabetes mellitus. Eating Behaviours, 2: 183–
192. 
	 183	
Keyworth, C., Knopp, J., Roughley, K., Dickens, C., Bold, S., & Coventry, P. (2014). A Mixed-
Methods Pilot Study of the Acceptability and Effectiveness of a Brief Meditation and 
Mindfulness Intervention for People with Diabetes and Coronary Heart Disease. 
Behavioural Medicine, 40: 53–64. 
Khoury, B., Knauper, B., Pagnini, F., Trent, N., Chiesa, A., & Carriere, K. (2017). Embodied 
Mindfulness. Mindfulness, 8: 1160–1171. 
Kneck, A., Fagerberg, I., Eriksson, L.E., & Lundman, B. (2014). Living with diabetes – 
Development of learning patterns over a 3-year period. International Journal of 
Qualitative Studies on Health and Wellbeing, 9: 24375 
http://dx.doi.org/10.3402/qhw.v9.24375  
Knutsen, I.R., Foss, I.C., Todorova, E., Roukova, P., Kennedy, A., Portillo, M.C., Regaira, P., 
Serrano-Gil, M., Lionis, C., Angelaki, A., & Rogers, A. (2017). Negotiating diet in 
networks: A cross-European study of the experiences of managing type 2 diabetes. 
Qualitative Health Research, 27(3): 299–310. 
Koch, T., Kralik, D., & Sonnack, D. (1999). Women living with type II diabetes: The intrusion of 
illness. Journal of Clinical Nursing, 8: 712-722. 
Koekkoek, P.S. (2015). Cognitive Dysfunction in Type 2 Diabetes: Detection and Treatment in 
Primary Care. Ridderprint, Netherlands. 
Kristeller, J. L., & Wolever, R. Q. (2011). Mindfulness-Based Eating Awareness Training for 
treating binge eating disorder: The conceptual foundation. Eating Disorders, 19(1), 49–
61.  
Kudesia, R.S., & Nyima, V.T. (2015). Mindfulness contextualized: An integration of Buddhist 
and Neuropsychological approaches to cognition.  Mindfulness, 6: 910-925. 
	 184	
Kuipers, G.S., van Loenhout, Z., van der Ark, L.A., & Bekker,M.H.J. (2016). Attachment 
insecurity, mentalization and their relation to symptoms in eating disorder patients, 
Attachment & Human Development, 18:3, 250-272, DOI: 
10.1080/14616734.2015.1136660  
Kuyken, W., Watkins, E., Holden, E., White, K., Taylor, R.S., Byford, S., Evans, A., Radford, 
S., Teasdale, J.D., & Dalgleish, T. (2010). How does mindfulness-based cognitive 
therapy work? Behaviour Research and Therapy 48 :1105–1112. 
Landsman-Dijkstra JJ., van Wijck R., Groothoff JW. (2006)The long-term lasting effectiveness 
on self-efficacy, attribution style, expression of emotions and quality of life of a body 
awareness program for chronic a-specific psychosomatic symptoms. Patient Educ 
Couns, 60(1): 66–79.  
Langdridge, D. (2007). Phenomenological Psychology: Theory, Research and Method. 
Harlow: Pearson. 
Langer, E.J. (2014). Mindfulness Forward and Back. In: The Wiley Blackwell Handbook of 
Mindfulness, (eds) Le, A., Ngnoumen, C.T. & Langer, E.J.; John Wiley & Sons Ltd.: 7-
20. 
Larkin, M. (2015). Choosing your approach. In J.A.Smith (ed) Qualitative Psychology: A 
practical guide to research methods.(3rd Edn) London: Sage: 249-256. 
Larkin, M., Watts, S., & Clifton, E. (2006). Giving voice and making sense in Interpretative 
Phenomenological Analysis. Qualitative Research in Psychology, 3(2): 102–120. 
Lattimore, P., Mead, B.R., Irwin, L., Grice, L. Carson, R., & Malinowski, P. (2017). ‘I can’t 
accept that feeling’: Relationships between interoceptive awareness, mindfulness and 
eating disorder symptoms in females with, and at-risk of an eating disorder. Psychiatry 
Research 247: 163–171. 
	 185	
Lauche, R., Cramer, H., Dobos, G., Langhorst, J., & Schmidt, S. (2013). A systematic review 
and meta-analysis of mindfulness-based stress reduction for the fibromyalgia 
syndrome. Journal of Psychosomatic Research 75 (2013) 500–510. 
Lavender, J.M., Gratz, K.L., & Tull, M.T. (2011). Exploring the Relationship between Facets of 
Mindfulness and Eating Pathology in Women. Cognitive Behaviour Therapy Vol 40, No 
3, pp. 174–182. 
Lavender, J.M., Wonderlich, S.A., Engel, S.G., Gordon, K.H., Kaye, W.H., & Mitchell, J.E. 
(2015). Dimensions of emotion dysregulation in anorexia nervosa and bulimia nervosa: 
A conceptual review of the empirical literature. Clinical Psychology Review, 40: 111-
122. 
Lawton, J., Ahmad, N., Hanna, L., Douglas, M., Bains, H. & Hallowell, N. (2008). ‘We should 
change ourselves, but we can’t’: accounts of food and eating practices amongst British 
Pakistanis and Indians with type 2 diabetes. Ethnicity & Health, 13(4): 305–319. 
Lean, M.E.J., Leslie, W.S., Barnes, A.C., Broshnahan, N., Thom, G., McCombie, L…Taylor, 
R. (2017). Primary care-led weight management for remission of type 2 diabetes 
(DiRECT): an open-label, cluster-randomised trial. The Lancet, 
http://dx.doi.org/10.1016/S0140-6736(17)33102-11  
Leitan, N.D., & Chaffey, L. (2014). Embodied cognition and its application: A brief review. 
Sensoria: A Journal of Mind, Brain & Culture, DOI: 10.7790/sa.v10i1.384  
Linardon, J., Fairburn, C.G., Fitzsimmons-Craft, E.E., Wilfley, D.E., & Brennan, L. (2017). 
The empirical status of the third-wave behaviour therapies for the treatment of 
eating disorders: A systematic review.  Clinical Psychology Review, 58: 125-140. 
Lindekilde, N., & Pouwer, F. (2018). More work is needed to better understand diabetes 
distress as a predictor of all-cause mortality in type 2 diabetes. Diabetologia, 61: 2247-
	 186	
2248. 
Long, J.A. (2014). Exploring how practising mindfulness affects people’s experiences of living 
with a long-term condition. Unpublished PhD manuscript, Leeds University. 
Loucks, E.B., Gilman, S.E., Britton, W.B., Gutman, R., Eaton, C.B., & Buka, S.L. (2016). 
Associations of mindfulness with glucose regulation and diabetes. American Journal of 
Health Behaviour, 40(2): 258–267. 
Lustman, P.J., Griffith, L.S., Freedland, K.E., Kissel, S.S., & Clouse, R.E. (1998). Cognitive 
Behaviour Therapy for depression in type 2 diabetes mellitus. Ann Intern Med. 129: 
613-621. 
Lyons, M.A. (1998). The phenomenon of compulsive overeating a selected group of 
professional women, Journal of Advanced Nursing, 27: 1158-1164. 
McCrimmon, R.J., Ryan, C.M., & Frier, B.M. (2012). Diabetes and cognitive function. The 
Lancet, 379: 2291–2299. 
Malpass, A., Kessler, D., Sharp, D., & Shaw, A. (2015). MBCT for Patients with Respiratory 
Conditions Who Experience Anxiety and Depression: A Qualitative Study. Mindfulness, 
Published online: 13 January 2015. 
Mantilla, E.F., Clinton, D., & Birgegard, A. (2018). The unsafe haven: Eating disorders as 
attachment relationships. Psychology and Psychotherapy: Theory, Research and 
Practice, DOI:10.1111/papt.12184  
Mantzios, M., & Giannou, K. (2014). Group vs. single mindfulness meditation: Exploring 
avoidance, impulsivity, and weight management in two separate mindfulness settings. 
Applied Psychology: Health and Well-Being, 6(2): 172–191. 
Mantzios, M. & Wilson, J.C. (2015). Mindfulness, Eating Behaviours, and Obesity: A Review 
	 187	
and Reflection on Current Findings. Curr Obes Rep 4:141–146 DOI 10.1007/s13679-
014-0131-x 
Markowitz, S.M., Gonzalez, J.S., Wilkinson, J.L., & Safren, S.A. (2011). A review of treating 
depression in diabetes: Emerging findings.  Psychosomatics 52: 1-18. 
Martín-Timón, I., & del Cañizo-Gómez, F.J. (2015). Mechanisms of hypoglycemia 
unawareness and implications in diabetic patients. World Journal of Diabetes, 6(7): 
912-926. 
Mason, J. (2002). Qualitative Researching. (2nd ed). London: Sage. 
Mason, A., Epel, E. S., Aschbacher, K., Lustig, R. H., Acree, M., Kristeller, J., Cohn, M., 
Dallman, M., Moran, P. J., Bacchetti, P., Laraia, B., Hecht, F. M., & Daubenmier, J. 
(2016). Reduced reward-driven eating accounts for the impact of a mindfulness- based 
diet and exercise intervention on weight loss: Data from the SHINE randomized 
controlled trial. Appetite, 100, 86–93. https:// doi.org/10.1016/j.appet.2016.02.009.  
Mason, A. E., Jhaveri, K., Cohn, M., & Brewer, J. A. (2017). Testing a mobile mindful eating 
intervention targeting craving-related eating: Feasibility and proof of concept. Journal 
of Behavioral Medicine, 41: 160–173. https://doi.org/10.1007/s10865-017-9884-5.  
Mathias, B., Parry-Jones, B. & Huws, J.C. (2014). Individual experiences of an acceptance 
based pain management programme: An interpretative phenomenological analysis. 
Psychology & Health, Vol. 29, No. 3, 279–296. 
Maxwell, J. A. (2012). A realist approach for qualitative research. London: Sage. 
May, J., Andrade, J., Kavanagh, D. J., & Hetherington, M. (2012). Elaborated intrusion the- 
ory. A cognitive-emotional theory of food craving. Current Obesity Reports, 1, 114–121.
  
	 188	
Maunder, R.G., & Hunter, J.J. (2001). Attachment and psychosomatic medicine: 
Developmental contributions to stress and disease. Psychosomatic Medicine, 63: 556-
567. 
Medina, W. L., Wilson, D., de Salvo, V., Vannucchi, B., de Souza, E.L., Lucena, L., Demarzo, 
M. (2017). Effects of Mindfulness on Diabetes Mellitus: Rationale and Overview. 
Current Diabetes Reviews (1573-3998), 13 (2): 141. 
Mehling, W.E., Wrubel, J., Daubenmier, J.J., Price, C.J., Kerr, C.E., Silow, T., Gopisetty, V., & 
Stewart, A.L. (2011). Body Awareness: a phenomenological inquiry into the common 
ground of mind-body therapies.  Philosophy, Ethics, and Humanities in Medicine, 6: 6. 
Mental Health Network The NHS Confederation (2012). Investing in emotional and 
psychological wellbeing for patients with long-term conditions: A guide to service 
design and productivity improvement for commissioners, clinicians and managers in 
primary care, secondary care and mental health. 29 Bressenden Place London SW1E 
5DD. 
Meredith, P.J., & Strong, J. (2019). Attachment and chronic illness. Current Opinion in 
Psychology, 25: 132–138. 
Merleau-Ponty, M. (1962). Phenomenology of Perception. London Routledge. 
Michie, S. (2005). Is cognitive behaviour therapy effective for changing health behaviours? 
Commentary on Hobbis and Sutton. Journal of Health Psychology, 10(1): 33-36. 
Michie, S., Carey, R.N., Johnston, M., Rothman, A.J., de Bruin, M., Kelly, M.P. & Connell, L.E. 
(2018). From theory-inspired to theory-based interventions: A protocol for developing 
and testing a methodology for linking behaviour change techniques to theoretical 
mechanisms of action. Annals of Behavioural Medicine, 52: 501–512. 
Mikulincer, M., & Florian, V. (1998). The relationship between adult attachment styles and 
	 189	
emotional and cognitive reactions to stressful events. In J.A. Simpson & W.S Rhodes 
(Eds) Attachment theory and close relationships; 143-165. New York, US: Guilford 
Press. 
Mikulincer, M., & Florian, V. (2000). Exploring individual differences in reactions to mortality 
salience: Does attachment style regulate terror management mechanisms? Journal of 
Personality and Social Psychology, 79, 260–273. 
Mikulincer, M., & Shaver, P. R. (2001). Attachment theory and intergroup bias: Evidence that 
priming the secure base schema attenuates negative reactions to out-groups. Journal 
of Personality and Social Psychology, 81, 97–115. 
Mikulincer, M., & Shaver, P.R. (2012). An attachment perspective on psychopathology. World 
Psychiatry, 11: 11-15. 
Miller, C.K. (2017). Mindful eating with diabetes. Spectrum Diabetes Journals,30(2): 89–94. 
Miller, C.K., Kristeller, J.L., Headings, A., & Nagaraja, H. (2014). Comparison of a Mindful 
Eating Intervention to a Diabetes Self-Management Intervention Among Adults with 
Type 2 Diabetes: A Randomized Controlled Trial. Health Education & Behaviour Vol. 
41(2) 145–154.  
Miller, C.K., Kristeller, J.L., Headings, A., Nagaraja, H., & Miser, F. (2012). Comparative 
Effectiveness of a Mindful Eating Intervention to a Diabetes Self-Management 
Intervention among Adults with Type 2 Diabetes: A Pilot Study. Journal of the Academy 
of Nutrition and Dietetics, 112(11): 1835–1842. 
Mukherjee, S., Decina, P., Bocola, V., Saraceni, F. & Scapicchio, P.L.(1996). Diabetes mellitus 
in schizophrenic patients. Comprehensive Psychiatry, 37: 68–73. 
Munshi, M.N. (2017). Cognitive dysfunction in older adults with diabetes: What a clinican needs 
to know. Diabetes Care, 40: 461–467. 
	 190	
Munshi, M., Grande, L., Hayes, M., Ayres, D., Suhl, E., Capelson, R…. Weinger, K. (2006). 
Cognitive dysfunction is associated with poor diabetes control in older adults. Diabetes 
Care, 29: 1794–1799. 
Natvik, E., Raheim, M., & Moltu, C. (2014). Re-embodying eating: Patients’ experiences 5 
years after bariatric surgery. Qualitative Health Research,1-11. 
Neff, K.D. (2003). The development and validation of a scale to measure self-compassion. Self 
and Identity, 2, 223–250. doi: 10.1080/15298860390209035  
Neff, K.D., & Dahm, K. A. (2015). Self-Compassion: What it is, what it does, and how it relates 
to mindfulness.  In M. Robinson, B. Meier & B. Ostafin (Eds.) Mindfulness and Self-
Regulation. New York: Springer.  
Neff, K.D. & Germer, C.K.(2012). A Pilot Study and Randomized Controlled Trial of the Mindful 
Self-Compassion Program.  Journal of Clinical Psychology, 69(1): 1-17. 
NHS England (2015). NHS Outcomes Framework 5 Domains Resources: Domain 2: 
Enhancing quality of life for people with long-term conditions. Downloaded 6/03/2015 
15:45 http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-
2/#ensure-p 
NICE guidelines (2009). [CG91] Depression in adults with a chronic physical health problem: 
Treatment and management. http://www.nice.org.uk/guidance/cg91/chapter/1-
recommendations downloaded 6/03/2015 16:36.  
Nicolau, J., Simó, R., Sanchís, P., Ayala, L., Fortuny, R., Zubillaga, I., & Masmiquel, L. (2015). 
Eating disorders are frequent among type 2 diabetes patients and are associated with 
worse metabolic and psychological outcomes: results from a cross-sectional study in 
primary and secondary care settings. Acta Diabetol, 52: 1037–1044. 
	 191	
Nosen, E., & Woody, S. R. (2013). Brief psycho-education affects circadian variability in 
nicotine craving during cessation. Drug and Alcohol Dependence, 132: 283–289. 
Ogden, J., Coop, N., Cousins, C., Crump, R., Field, L…Woodger, N.(2012) Distraction, the 
desire to eat and food intake. Towards an expanded model of mindless eating. Appetite 
62:119–126. 
Ogden, J., Liakopoulou, E., Antilliou, G., & Gough, G. (2009) The meaning of food (MOF): The 
development of a new measurement tool. European Eating Disorder Review, 20: 423-
426. 
O’Kearney, R. (1996). Attachment disruption in anorexia nervosa and bulimia nervosa: A 
review of theory and empirical research. International Journal of Eating Disorders, 
20(2), 115–127.  
O’Reilly, G.A., Cook, L., Spruijt-Metz, D. and Black, D.S. (2014) Mindfulness-based 
interventions for obesity-related eating behaviours: a literature review. obesity reviews, 
15, 453–461, DOI: 10.1111/obr.12156  
O’Shaughnessy, R. & Dallos, R. (2009). Attachment research and eating disorders: A review 
of the literature, Clinical Child Psychology and Psychiatry Vol 14(4): 559–574. DOI: 
10.1177/1359104509339082 
Pagnoni, G., & Cekic, M. (2007). Age effects on gray matter volume and attentional 
performance in Zen meditation. Neurobiol Aging 28, 1623–1627, 
DOI:10.1016/j.neurobiolaging.2007.06.008.  
Park, M., Quinn, L., Park, C., & Martyn-Nemeth, P. (2018). Pathways of the relationships 
among eating behaviour, stress, and coping in adults with type 2 diabetes: A cross-
sectional study. Appetite, 131: 84–93. 
Parry, O., Peel, E., Douglas, M., & Lawton, J. (2006). Issues of cause and control in patient 
	 192	
accounts of type 2 diabetes. Health Education Research: Theory & Practice, 21(1): 97-
107. 
Papelbaum, M., Appolinario, J.C., Moreira, R. de O., Ellinger, V.C.M., Kupfer, R., & Coutinho, 
W.F. (2005). Prevalence of eating disorders and psychiatric comorbidity in a clinical 
sample of type 2 diabetes mellitus patients. Rev Bras Psiquiatr.27(2): 135-8. 
Pepping, C.A., O’Donovan, A., & Davis, P.J. (2014). The differential relationship between 
mindfulness and attachment in experienced meditators and inexperienced meditators. 
Mindfulness, 5: 392-399. 
Peters, A., Pellerin, L., Dallman, M.F., Oltmanns, K.M. Schweiger, U…Fehm, H.L.(2007). 
Causes of obesity: Looking beyond the hypothalamus. Progress in Neurobiology, 
81(2), 61–88. 
Petrocchi, N., & Ottaviani, C. (2016). Mindfulness facets distinctively predict depressive 
symptoms after two years: The mediating role of rumination.  Personality and Individual 
Differences, 93: 92–96. 
Pollatos, O., Kurz, A-L., Albrecht, J., Schreder, T., Kleemann, A.M., Schöpf, V., Kopietz, R., 
Wiesmann, M., & Schandry, R. (2008). Reduced perception of bodily signals in 
anorexia nervosa. Eating Behaviours, 9: 381-388. 
Polonsky, W.H., Anderson, B.J., Lohrer, P.A., Welch, G., Jacobson, A.M., Aponte, J.E., & 
Schwartz, C.E. (1995). Assessment of diabetes related distress.  Diabetes Care, 18(6): 
754-760. 
Polonsky, W.H., Fisher, L., Earles, J., Dudl, R.J., Lees, J., Mullan, J., & Jackson, R.A. (2005). 
Assessing psychological distress in diabetes: Development of the Diabetes Distress 
Scale. Diabetes Care, 28: 626–631. 
	 193	
Potter, J., & Wetherell, M. (1987). Discourse and social psychology: Beyond attitudes and 
behaviour. London: Sage. 
Pouwer, F., Kupper, N., & Adriaanse, M.C. (2010). Does emotional stress cause type 2 
diabetes mellitus? A review from the European Depression in Diabetes (EDID) 
Research Consortium. Discovery Medicine,9: 112–118. 
Povey, R.C., & Clark-Carter, D. (2007). Diabetes and healthy eating: A systematic review of 
the literature. The Diabetes Educator, 33(6): 931-959. 
Price, C.J., & Thompson, E.A. (2007). Measuring dimensions of body connection: Body 
awareness and bodily dissociation. Journal of Alternative and Complementary 
Medicine 13(9): 945–953. 
Purser, R., & Milillo, J. (2014). Mindfulness revisited: A Buddhist-based conceptualisation. 
Journal of Management Inquiry, 24(1): 3-24. 
Ralston, J., Brinsden, H., Buse, K., Candeias, V., Caterson, I., Hassell, T., … Woodward, E. 
(2018). Time for a new obesity narrative. The Lancet, 392: 1384-1386. 
Rao K. R. (2011). Applied yoga psychology: studies of neurophysiology of meditation. Journal 
of Consciousness Studies 18:  161–198. Available on line 
at: http://www.ingentaconnect.com/content/imp/jcs/2011/00000018/F0020011/art0000
7 [Google Scholar] 
Rawson, D. (2011). Planning, conducting and writing up research, in The Trainee Handbook, 
Bor, R. and Watts, M. (eds). Sage Publications, London. 
Rayman, K.M., & Ellison, G.C. (2004). Home alone: The experience of women with type 2 
diabetes who are new to intensive control. Health Care for Women International, 25: 
900–915. 
	 194	
Renn, B.N., Feliciano, L., & Segal, D.L. (2011). The bidirectional relationship of depression 
and diabetes: a systematic review. Clinical Psychology Review, 31(8): 1239-1246. 
Ricoeur, P. (1970). Freud and Philosophy: An Essay on Interpretation. New Haven: Yale 
University Press. 
Rizer, C.A., Fagan, M.H., Kilmon, C., & Rath, L. (2016). The Role of Perceived Stress and 
Health Beliefs on College Students' Intentions to Practice Mindfulness Meditation, 
American Journal of Health Education, 47:1, 24-31, DOI: 
10.1080/19325037.2015.1111176  
Robins, J., & Ayling, R, (2018). A call to include attachment-based concepts in tailored 
treatments for obesity. Counselling Psychology Review, 33(2): 21–38. 
Rogers, C. R. (1961). On Becoming a Person: A Therapist's View of Psychotherapy. 
Rosenzweig, S., Reibel, D.K.,  Greeson, J.M., Edman, J.S., Jasser, S.A., McMearty, K.D., & 
Goldstein, B.J. (2007). Mindfulness-Based Stress Reduction is associated with 
improved glycaemic control in Type 2 diabetes mellitus: a pilot study. Alternative 
Therapies, Sept/Oct 2007, Vol. 13, No. 5: 36-38. 
Roy, T., & Lloyd, C.E. (2012). Epidemiology of depression and diabetes: A systematic review. 
Journal of Affective Disorders, 142S1: S8-S21. 
Rubin, R.R., & Peyrot, M. (2001). Psychological issues and treatments for people with 
diabetes. Journal of Clinical Psychology, 57(4): 457–478. 
Ryding C, Rudebeck EC, Roxendal G: Assessing body awareness in healthy subjects - the 
first steps toward the construction of the BAS-Health. Advances in Physiotherapy 2002, 
2: 176–182. 
Safren, S.A., Gonzalez, J.S., Wexler, D.J., Psaros, C., Delahanty, L.M., Blashill, A.J., 
	 195	
Margolina, A.I., & Cagliero, E. (2014). A randomised control trial of cognitive 
behavioural therapy for adherence and depression (CBT-AD) in patients with 
uncontrolled type 2 diabetes.  Diabetes Care, 37; 625–633. 
Savoca, M.R., & Miller, C.K. (2001). Food selection and eating patterns: themes found among 
people with type 2 diabetes mellitus. Journal of Nutrition Education, 33: 224-233. 
Schlundt, D. G., Virts, K. L., Sbrocco, T., & Pope-Cordle, J. (1993). A sequential behavioural 
analysis of craving sweets in obese women. Addictive Behaviors, 18, 67–80. 
Schmidt, L.K. (2006). Understanding hermeneutics. Stocksfield: Acumen. 
Schumacher, S., Kemps, E., & Tiggeman, M. (2017). Acceptance- and imagery-based 
strategies can reduce cravings: A test of the elaborated-intrusion theory of desire. 
Appetite, 113: 63-70. 
Segal, Z.V., Williams, J.M.G., & Teasdale, J.D. (2002). Mindfulness Based Cognitive Therapy 
for Depression Guilford Press, New York, London. 
Segal, Z.V., Williams, J.M.G., & Teasdale, J.D. (2013) Mindfulness Based Cognitive Therapy 
for Depression (2nd edition), Guilford Press, New York, London. 
Seib, C., Parkinson, J., McDonald, N., Fujihira, H., Zietek, S., & Anderson, D. (2018). Lifestyle 
interventions for improving health and health behaviours in women with type 2 
diabetes: A systematic review of the literature 2011-2017. Maturitas 111: 1-14. 
Sethi, S., & Bhargava, S.C. (2003). Relationship of meditation and psychosis: case studies. 
Australian & New Zealand Journal of Psychiatry, 37: 382. 
Shapiro, D.H. (1992). Adverse effects of meditation: A preliminary investigation of long-term 
meditators. International Journal of Psychosomatics, 39(1-4): 62-67. 
Shapiro, S.L., Carlson, L.E., Astin, J.A. & Freedman, B. (2006). Mechanisms of mindfulness. 
	 196	
Journal of Clinical Psychology, Vol. 62(3): 373–386. 
Shaw, R., & Frost, N. (2015). Breaking out of the silo mentality. The Psychologist, 28(8): 638-
641. 
Shennan, C., Payne, S., & Fenlon, D. (2011). What is the evidence for the use of mindfulness-
based interventions in cancer care? A review. Psycho-Oncology, 20: 681–697. 
Sheppard, L.C. & Teasdale, J.D. (1996). Depressive thinking: changes in schematic mental 
models of self and the world. Psychological medicine, 26, 1043–1051. 
Siddiqui, S. (2014). Depression in type 2 diabetes mellitus – A brief review. Diabetes & 
Metabolic Syndrome: Clinical Research & Reviews, 8: 62-65. 
Siegel, D.J. (2007). The Mindful Brain: Reflection and attunement in the cultivation of well-
being. W.W. Norton & Company; New York, London. 
Sitton, S. C. (1991). Role of craving for carbohydrates upon completion of a protein-sparing 
fast. Psychological Reports, 69, 683–686. 
Skovland, S.E., & Peyrot, M. (2005). The diabetes attitudes, wishes, and needs (DAWN) 
program: A new approach to improving outcomes of diabetes care. Diabetes Spectrum, 
18(3): 136-142. 
Slade, A. (1999) Attachment theory and research.  Implications for the theory and practice of 
individual psychotherapy with adults.  In Cassidy, J. Shaver, P.R. (Eds) Handbook of 
Attachment, New York; Guilford Press: 575-594. 
Smith, J.A., & Osborn, M. (2003). Interpretative Phenomenological Analysis, Chapter 4 in 
Qualitative Psychology: A practical guide to research methods. Edited by J.A. Smith. 
Sage Publications Ltd, London: 51-80. 
Smith, J. E., Richardson, J., Hoffman, C., & Pilkington, K. (2005). Mindfulness-based stress 
	 197	
reduction as supportive therapy in cancer care: Systematic review. Journal of 
Advanced Nursing, 52, 315–327. 
Smith, J.A. (2004). Reflecting on the development of interpretative phenomenological analysis 
and its contribution to qualitative research in psychology. Qualitative Research in 
Psychology, 1, 39-54. 
Smith, J.A., Flowers, P., & Larkin, M. (2009). Interpretative Phenomenological Analysis: 
Theory, Method and Research. London: Sage. 
Song, Y., Lu, H., Chen, H., Geng, G., & Wang, J. (2014). Mindfulness intervention in the 
management of chronic pain and psychological comorbidity: A meta-analysis.  
International Journal of Nursing Sciences, 1: 215-223 
Spackman, J.S., & Yanchar, S.C. (2014). Embodied Cognition, Representationalism, and 
Mechanism: A Review and Analysis. Journal for the Theory of Social Behaviour 44:1 
DOI: 10.1111/jtsb.12028  
Sperry, S., Knox, B., Edwards, D., Friedman, A., Rodriguez, M,….Shaffer-Hudkins, E. (2014). 
Cultivating Healthy Eating, Exercise, and Relaxation (CHEER): A Case Study of a 
Family-Centred and Mindfulness-Based Cognitive-Behavioural Intervention for Obese 
Adolescents at Risk for Diabetes and Cardiovascular Disease. Clinical Case Studies, 
Vol 13(3) 218-230. 
Spitzer, R.L., Williams, J.B.W., Kroenke, K., Linzer, M., deGruy, F.V.,…Johnson, J.G. (1994). 
Utility of a new procedure for diagnosing mental disorders in primary care: the PRIME-
MD 1000 study. JAMA, 272: 1749–1756. 
Stratton, I.M., Adler, A.I., Neil, A.W., Matthews, D.R., Manley, S.E., … Holman, R.R. (2000). 
Association of glycaemia with macrovascular and microvascular complications of type 
2 diabetes (UKPDS 35): prospective observational study. BMJ, 321: 405-412. 
	 198	
Strawbridge, S., & Woolfe, R. (2010). Counseling Psychology: Origins, Developments and 
Challenges. In R. Woolfe, S. Strawbridge, B. Douglas & W. Dryden (Eds.) Handbook 
of Counselling Psychology: Sage; London. 
Striegel-Moore, R.H., Rosselli, F., Perrin, N., DeBar, L., Wilson, G.T., May, A., & Kraemer, 
H.C. (2009). Gender difference in the prevalence of eating disorder symptoms. 
International Journal of Eating Disorders, 42(5): 471-474. 
Tak, S.R., Hendrieckx, C., Nefs, G., Nyklicek, I., Speight, J. & Pouwer, F. (2015). The 
association between types of eating behaviour and dispositional mindfulness in adults 
with diabetes. Results from Diabetes MILES The Netherlands. Appetite, 87: 288-295. 
Tanenbaum, M.L., Kane, N.S., Kenowitz, J., & Gonzalez, J.S. (2016). Diabetes distress from 
the patient’s perspective: qualitative themes and treatment regimen differences among 
adults with type 2 diabetes. Journal of Diabetes and Its Complications, 30: 1060-1068. 
Tapper, K. (2017). Can mindfulness influence weight management related eating behaviors? 
If so, how? Clinical Psychology Review 53 (2017) 122–134. 
Tapper, K. (2018). Mindfulness and craving: effects and mechanisms.  Clinical Psychology 
Review, 59: 101-117. 
Tapper, K., Shaw, C., Ilsley, J., Hill, A. J., Bond, F. W., & Moore, L. (2009) Exploratory 
randomised controlled trial of a mindfulness-based weight loss intervention for women. 
Appetite, 52: 396-404. 
Tasca, G.A., & Balfour, L. (2014). Attachment and eating disorders: A review of current 
research. International Journal of Eating Disorders, 47(7): 710-717. 
Taube-Schiff, M., Van Exan, J., Tanaka, R., Wnuk, S., Hawa, R., & Sockalingam, S. (2015). 
Attachment style and emotional eating in bariatric surgery candidates: The mediating 
role of difficulties in emotion regulation. Eating Behaviors 18 (2015) 36–40. 
	 199	
Taylor, S.P. (2018). Critical realism vs social constructionism & social constructivism: 
Application to a social housing research study. International Journal of Sciences: Basic 
and Applied Research (IJSBAR) (2018) Volume 37(2): 216-222  
Teasdale, J.D. (1988). Cognitive vulnerability to recurrent depression. Cognition and Emotion, 
2(3): 247-274. 
Teasdale, J. D. & Chaskalson (Kulananda), M. (2011). How does mindfulness transform 
suffering? I: the nature and origins of dukkha, Contemporary Buddhism: An 
Interdisciplinary Journal, 12:01, 89-102. 
Teasdale, J.D., Segal, Z.V. & Williams, J.M.G. (2003). Mindfulness training and problem 
formulation. Clinical Psychology Science and Research, 10(2): 157-160. 
Telch, C. F., Agras, W. S., & Linehan, M. M. (2001). Dialectical behavior therapy for binge 
eating disorder. Journal of Consulting and Clinical Psychology, 69, 1061–1065. 
The Kings Fund and Mental Health Centre (2012). Long Term Conditions and Mental Health: 
The Cost of Co-Morbidities. The King’s Fund 11–13 Cavendish Square London W1G 
OAN. 
Thompson, E., & Verela, F.J (2001). Radical embodiment: neural dynamics and 
consciousness.  Trends in Cognitive Sciences, 5(10):418-425. 
Thompson, E., & Zahavi, D. (2007). Philosophical issues: Phenomenology. In Zelazo, D., 
Moscovitch, M. and Thompson, E. (eds). The Cambridge Handbook of Consciousness: 
67-87. 
Timmerman, G. M., & Brown, A. (2012). The effect of a mindful restaurant eating intervention 
on weight management in women. Journal of Nutrition Education and Behavior, 44(1), 
22–28. https://doi.org/ 10.1016/j.jneb.2011.03.143. 
	 200	
Tomlin, A., & Sinclair, A. (2016). The influence of cognition on self-management of type 2 
diabetes in older people. Psychology Research and Behaviour Management, 6: 7-20. 
Totton, N. (2003). Body Psychotherapy: An Introduction Open University Press. 
Tovote, K.A., Fleer, J., Snippe, E., Peeters, A.C.T.M., Emmelkamp, P.M.G., Sanderman, R., 
Links, T.P., & Schroevers, M.J. (2014) Individual mindfulness-based cognitive therapy 
and cognitive behaviour therapy for treating depressive symptoms in patients with 
diabetes: Results of a randomised controlled trial. Diabetes Care, 37: 2427–2434. 
Tran, D., Baxter, J., Hamman, R.F., & Grigsby, J. (2014). Impairment of executive cognitive 
control in type 2 diabetes and its effect on health-related behaviours and use of health 
services. Journal Behav Med.37(3): 414-422. 
Turpin, G., Barley, V., Beail, N., Scaife, J., Slade, P., Smith, J.A., Walsh, S. (1997). Standards 
for research projects and theses involving qualitative methods: suggested guide- lines 
for trainees and courses. Clinical Psychology Forum, 108, 3-7. 
Uchendu, C., & Blake, H. (2017). Effectiveness of cognitive behavioural therapy on glycaemic 
control and psychological outcomes in adults with diabetes mellitus: a systematic 
review and meta-analysis of randomised controlled trials. Diabetic Medicine, 34(3): 
328-339. 
UK Network for Mindfulness-Based Teacher Training Organisations, (2015). Good Practice 
Guidance for Teachers (April 2015) (www.mindfulnessteachersuk.org.uk) 
UK Network for Mindfulness-Based Teacher Training Organisations, (2019) UK listings 
https://www.ukmindfulnessnetwork.co.uk/uk-listing/ 
Van Dam, N.T.,  Hobkirk, A., Danoff-Burg, S., & Earleywine, M.(2012) Mind Your Words: 
Positive and Negative Items Create Method Effects on the Five Facet Mindfulness 
Questionnaire.  Assessment, 19(2): 198–204. 
	 201	
Van Dam, N.T., van Vugt, M.K., Vago, D.R., Schmalzl, L., Saron, C.D., Olendzki, A., Meyer, 
D.E. (2018). Mind the hype: A critical evaluation and prescriptive agenda for research 
on mindfulness and meditation. Perspectives on Psychological Science, 13(1): 36-61. 
Van Son, J.,  Nyklıcek, I.,  Nefs, G.,  Speight, J.,  Pop, V.J., &  Pouwer, F. (2014). The 
association between mindfulness and emotional distress in adults with diabetes: Could 
mindfulness serve as a buffer? Results from Diabetes MILES: The Netherlands. 
Journal of Behaviour Medicine, published online Accepted: August 13, 2014 @ 
Springer Science+Business Media New York 2014 
Van Son, J., Nyklíček, I., Pop, V.J.,  Blonk, M.C.,  Erdtsieck, R.J. and Pouwer, F. (2014). 
Mindfulness-based cognitive therapy for people with diabetes and emotional problems: 
Long-term follow-up findings from the DiaMind randomized controlled trial.  Journal of 
Psychosomatic  Research 77 (2014) 81–84. 
Van Strien, T., Frijters, J.E.R., Bergers, G.P.A., & Defares, P.B. (1986). The Dutch Eating 
Behaviour Questionnaire (DEBQ) for assessment of restrained, emotional, and 
external eating behaviours. International Journal of Eating Disorders, 5(2): 295–315. 
Ventura, A.D., Nefs, G., Browne, J.L., Friis, A.M., Pouwer, F., & Speight, J. (2018) Is self-
compassion related to behavioural, clinical and emotional outcomes in adults with 
diabetes? Results from the second diabetes MILES- Australia (MILES 2) study. 
Mindfulness, https://doi.org/10.1007/s12671-018-1067-0  
Wallace, B. A. (2004). The four immeasurables : Cultivating a bound less self (rev. ed.). Ithaca: 
Snow Lion. 
Walsh, R., & Roche, L. (1979). Precipitation of acute psychotic episodes by intensive 
meditation in individuals with a history of schizophrenia. American Journal of 
Psychiatry, 136(8), 1085–1086.  
	 202	
Walsh, R. & Shapiro, S.L. (2006) The meeting of meditative disciplines and Western 
psychology: A mutually enriching dialogue. American Psychologist, 61(3): 227-239. 
Warren, J.M. Smith, N., & Ashwell, M. (2017). A structured literature review on the role of 
mindfulness, mindful eating and intuitive eating in changing eating behaviours: 
effectiveness and associated potential mechanisms. Nutrition Research Reviews 
(2017), 30, 272–283, doi:10.1017/S0954422417000154  
Watkins, E., & Teasdale, J.D. (2001). Rumination and overgeneral memory in depression: 
Effects of self-focus and analytic thinking. Journal of Abnormal Psychology, 110(2): 
353–357. 
Webb, J.B., Applegate, K.L., & Grant, J.P. (2011). A comparative analysis of type 2 diabetes 
and binge eating disorder in a bariatric sample. Eating Disorders, 12: 175–181. 
Wells, A. (1990). Panic disorder in association with relaxation induced anxiety: An attentional 
training approach to treatment. Behaviour Therapy, 21, 273–280. 
Whitebird, R.R., Kreitzer, M.J. & O'Connor, P.J. (2009). Mindfulness-Based Stress Reduction 
and Diabetes.  Diabetes Spectr.  September 21; 22(4): 226–230. 
WHO (2018). http://www.who.int/en/news-room/fact-sheets/detail/obesity-and-overweight 
Wilkinson, L.L., Rowe, A.C., Robinson, E., & Hardman, C.A. (2018). Explaining the relationship 
between attachment anxiety, eating behaviour and BMI. Appetite, doi: 10.1016/ 
j.appet.2018.04.029.  
Williams, B.A. (2010) Perils of evidence-based medicine. Perspectives on Biology and 
Medicine, 53(1):106-120. 
Williams, M.J., Dalgleish, T., Karl, A., & Kuyken, W. (2014). Examining the factor structures of 
the five facet mindfulness questionnaire and the self-compassion scale.  Psychological 
	 203	
Assessment,  DOI-10.1037?a0023366 
Williams, M., Teasdale, J., Segal, Z. & Kabat-Zinn, J. (2007) The Mindful Way Through 
Depression. New York: The Guilford Press. 
Willig, C. (2008). Introducing Qualitative Research in Psychology (2nd Ed) Maidenhead: Open 
University Press. 
Willig, C. (2012). Qualitative Interpretation and Analysis in Psychology. Maidenhead: Open 
University Press.  
Willig, C. (2013). Introducing Qualitative Research in Psychology (3rd edn) Maidenhead:Open 
University 
Willig, C. (2015). Discourse Analysis. In J.A.Smith (ed) Qualitative Psychology: A practical 
guide to research methods.(3rd Edn) London: Sage. Pp 143-167. 
Wilson, M. (2002). Six views of embodied cognitions. Psychonomic Bulletin & Review, 9(4): 
625-636. 
Winkley, K., Landau, S., Eisler, I., & Ismail, K. (2006). Psychological interventions to improve 
glycaemic control in patients with type 1 diabetes: systematic review and meta-analysis 
of randomised controlled trials. BMJ, 333 (7558), 65-70 
https://doi.org/10.1136/bmj.38874.652569.55 
Wing, R.R., Epstein, L.H., Nowalk, M.P., Koeske, R. & Hagg, S. (1985) Behaviour change, 
weight loss, and physiological improvements in Type II diabetic patients. Journal of 
Consulting and Clinical Psychology, 53(1):111-122. 
Wing, R.R., Epstein, L.H., Nowalk, M.P., & Scott, N. (1988). Self-regualtion in the treatment of 
type II diabetes. Behaviour Therapy, 19: 11–23. 
Wonderlich, S.A., Peterson, C.B., Crosby, R.D., Smith, T.L., Klein, M.H., Mitchell, J.E., & Crow, 
	 204	
S.J. (2014). A randomised controlled comparison of integrative cognitive-affective 
therapy and cognitive-behavioural therapy-enhanced for bulimia nervosa. 
Psychological Medicine, 44(3): 543–553. 
Wu, C., Yi, Q., Zheng, X., Cui, S., Chen, B., Lu, L., & Tang, C. (2018). Effects of mind-body 
exercises on cognitive function in older adults: a meta-analysis. Journal of American 
Geriatrics Society, 00: 1-10. 
Yannakoulia, M. (2006). Eating behaviour among type 2 diabetic patients: A poorly recognised 
aspect in a poorly controlled disease. The Review of Diabetic Studies, 3(1): 11-16. 
Yardley, L. (2000). Dilemmas in qualitative research. Psychology and Health, 15: 215-228. 
Zukiewicz-Sobczak, W. Wroblewska,P.,  Zwolinski, J., Chmielewska-Badora, J., Adamczuk, 
P., Krasowska, E…. Silny, W. (2014). Obesity and poverty paradox in developed 
countries. Annals of Agricultural and Environmental Medicine 21(3): 590-594. 
 
  
	 205	
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
	 206	
List of Appendices 
Appendix A: Semi-Structured Interview Schedule and topic guide 
Appendix B: Peer review 
Appendix C: Participant Information Sheet 
Appendix D: Participant recruitment advert and letter 
Appendix E: Participant consent form 
Appendix F: Sample page of steps 2 and 3 coding 
Appendix G: Using Post-its to arrange into Master themes 
Appendix H: Table of Master Themes 
Appendix I: City University Ethics letter of approval  
Appendix J: HRA letter of approval 
Appendix K: REC letter of approval 
Appendix L: NHS Trust’s letter of capacity and capability 
Appendix M: Certificate of Achievement in Good Clinical Practice 
 
 
  
	 207	
 
 
 
 
 
 
Appendix A: Semi-Structured Interview Schedule 
 
 
 
 
 
 
 
 
 
 
 
  
	 208	
Semi-Structured Interview Schedule/Topic guide 
General Questions: 
Can you describe your relationship to food as you were growing up? (the role it played in family 
life? Any associations you had in relation to food?) 
Can you tell me how your relationship to food is influenced by having diabetes? 
 e.g.What was the effect of having diabetes on your eating? Buying? (food choices?) cooking? 
Number of times you eat during the day? Meals or snacks?  
Can you describe the impact diabetes diagnosis had on your life? 
 Prompt: food, work, family, relationships, activities,  
Food – mindfulness – difficulties (get concrete descriptions of experiences) 
Have you changed how you eat? Can you give me an example? 
How do you experience hunger and eating? What was it like before you had diabetes?  What 
was it like after doing the mindfulness course? 
Can you tell me what you go through when you decide to eat something?  Can you give me a 
recent example of this? (is it at set times? In response to physiological need or emotional 
needs eg When hungry? When upset? Tired? Looking at carbs? Sugars? Calories? Taste?) 
Can you tell me what kind of feelings are triggered in you when you think of food? (any 
particular type of foods that do that?) 
Can you describe the last time you encountered any dilemmas with food because of your 
diabetes? (what was the dilemma?e.g. eating out? Buying food? Travel? Meals with others at 
home or out? Consequences of dilemma? How was it managed? What could have been done 
to prevent the dilemma?)  
	 209	
Having done a mindfulness course, can you tell me about any impact this had on your 
relationship to food? 
Can you think of a recent example of when you used mindfulness in relation to diabetes or 
food or both? 
 
When you bring to mind the last time you ate or drank anything can you describe the 
experience you went through?  If you did not apply mindfulness to this particular experience 
how do you think it would have been different if you had? 
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Title of study: ‘How do people with Type 2 diabetes experience their relationship with food 
following a Mindfulness course?’ 
 
I would like to invite you to take part in a research study. Before you decide whether you 
would like to take part it is important that you understand why the research is being done and 
what it would involve for you. Please take time to read the following information carefully and 
discuss it with others if you wish. Ask me if there is anything that is not clear or if you would 
like more information. 
 
What is the purpose of the study?  
This research is part of a Doctorate in Psychology at City University and will be written up in 
a thesis as part of the qualification in Counselling Psychology.  By taking part in this research 
you will be giving me valuable information on what it is like to live with a lifelong condition 
and in particular with diabetes.  One thing I would like to understand is, what it is like to live 
with diabetes following an intervention designed to improve self-care, in this case 
Mindfulness? By agreeing to be interviewed and recorded I can look more in-depth at the 
ways that people with diabetes talk about their experiences following such a course.  If this is 
possible then it might help me to discover what are the most difficult experiences that 
services and psychologists could be helping you with and this in turn will help me to figure 
out how they can improve their help. 
 
Why have I been invited? 
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All patients with Type 2 diabetes who have participated on the Mindfulness Course for 
Diabetes at Mile End Diabetes Care Clinic have been asked to participate in this research.   
 
Do I have to take part?  
Participation in the project is voluntary, and you can choose not to take part at all.  If you 
decide to contribute but change your mind at a later stage you can withdraw at any time 
without having to give a reason and this will not affect the treatment or services that you 
receive at the Clinic.  However, once the research is published you will no longer be able to 
withdraw your contribution. 
If you do decide to take part you will be asked to sign a consent form.  
 
What will happen if I take part?  
• You will be involved for the duration of the interview only. 
• The research study is due to be finished by September 2017. 
• The interview will last approximately 60-90 minutes and will be recorded. 
• You will be asked some personal information about yourself and about having 
diabetes. 
• Your interview will be transcribed and analysed for the main themes that arise for 
you. 
• The interviews will take place at Mile End Diabetes Care Clinic. 
 
What do I have to do?  
You will be asked a number of questions designed to allow you to talk openly about your 
experience of having diabetes.  All you need to do is answer the questions as best as you 
can giving as much detail as possible.  If at any point you do not wish to answer a question 
or carry on you are free to withdraw. 
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What are the possible disadvantages and risks of taking part?  
You may experience some negative feelings if you have experienced some difficult times 
with your diabetes.  I will be able to give you contact details of the Clinical Psychologist who 
ran the Mindfulness Course that you attended originally who will be able to help you work 
through any difficult feelings that may come up for you if you wish to get some help with 
them. 
 
What are the possible benefits of taking part? 
This research aims to provide an enhanced understanding of what it is like to live with 
diabetes, and in particular what ones relationship to food is like following a course in 
Mindfulness.  This understanding may benefit patients by informing a more tailored approach 
to care.  
 
What will happen when the research study stops?  
All recordings will be made on a digital recorder which encrypts the recording making it 
impossible for it to be downloaded or copied without the relevant software and licence. The 
data and recordings will be kept until the end of the research. After which the recordings will 
be erased and any paper records will be destroyed.  
 
Will my taking part in the study be kept confidential?  
• Only I will have access to the data you provide which will be given a unique 
identifying code. 
• Audio recordings will be saved on an encrypted recorder for the purposes of meeting 
the requirement of the Doctorate after which period will be erased. 
• No identifying data will be made available to any other persons. 
• Data will be kept for the purpose of the Doctorate and then destroyed. 
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• Confidentiality will be assured except in the event of reporting of violence, abuse, 
self-inflicted harm, harm to others, criminal activity. 
 
 
What will happen to the results of the research study? 
The results of this study will be reported as part of a Doctoral thesis and as such will be 
available to the public.  There may be the possibility of further future publications in academic 
journals relating to psychology and/or diabetes.  All participants quoted in the 
thesis/publications will be anonymised. 
 
What will happen if I don’t want to carry on with the study?  
You will be free to withdraw from this study at any time up until the study is published without 
having to give any explanation. This will not affect any ongoing care medical or otherwise. 
 
What if there is a problem 
If you have any problems, concerns or questions about this study, you should ask to speak to 
either myself or my supervisor. Contact details are below. If you remain unhappy and wish to 
complain formally, you can do this through the University complaints procedure. To complain 
about the study, you need to  You can then ask to speak to the 
Secretary to Senate Research Ethics Committee and inform them that the name of the 
project is: ‘How People Experience Living with Diabetes following a course in MBCT’ 
 
You could also write to the Secretary at:  
Secretary to Senate Research Ethics Committee  
Research Office, E214 
City University London 
Northampton Square 
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London 
EC1V 0HB                                      
 
City University London holds insurance policies which apply to this study. If you feel you 
have been harmed or injured by taking part in this study you may be eligible to claim 
compensation. This does not affect your legal rights to seek compensation. If you are 
harmed due to someone’s negligence, then you may have grounds for legal action. 
 
Who has reviewed the study? 
This study has been approved by City University London Research Ethics Committee, 
PSYETH (P/L) 15/16 275 and by Berkshire B REC (IRAS ID: 213120). 
 
Further information and contact details 
 
Thank you for taking the time to read this information sheet.  
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Department of Psychology 
City University London 
  
PARTICIPANTS NEEDED FOR 
RESEARCH INTO HOW PEOPLE WITH TYPE 2 
DIABETES EXPERIENCE THEIR RELATIONSHIP 
WITH FOOD AFTER ATTENDING A MINDFULNESS 
COURSE 
  
We are looking for volunteers to take part in a study on  
what the experience is like to live with diabetes, in particular what your 
relationship with food is like and how a Mindfulness course affected this (or 
not!). 
You would be asked to:  
Answer a few questions about your experience of having diabetes and  
What your relationship to food is like.  
 Your participation would involve one individual session,  
for approximately 1 hour. 
For more information about this study, or to take part,  
please contact: 
Joelle Brogan 
Psychology Department, City University London 
at 
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This study has been reviewed by, and received ethics clearance  
through the Berkshire B Research Ethics Committee and City University London 
PSYETH (P/L) 15/16 275 	
 
 
 
Created on 4/01/2017 Version 2			
			Dear	(Participant)	You	are	invited	to	take	part	in	a	study	to	ask	you	a	few	questions	about	your	experiences	of	living	with	diabetes.			Dr.	Sonya	Frearson	from	the	Diabetes	Clinic	at	Mile	End	Hospital	has	very	kindly	agreed	to	send	out	this	letter	to	you	on	my	behalf	because	you	have	completed	the	course	she	has	been	running	on	Mindfulness.			My	name	is	Joelle	Brogan	and	I	am	Trainee	Counselling	Psychologist	undertaking	a	Doctorate	in	Counselling	Psychology	at	the	City	University	of	London.		As	part	of	the	course	I	am	conducting	a	piece	of	research	and	I	am	particularly	interested	 in	how	people	with	Type	2	diabetes	experience	their	relationship	with	 food	following	a	Mindfulness	course,	which	is	where	you	come	in,	and	I	would	therefore	like	to	invite	you	to	take	part.	By	taking	part	in	this	research	you	will	be	giving	me	valuable	information	on	what	it	is	like	to	live	with	a	lifelong	condition	and	in	particular	with	diabetes.		One	thing	I	would	like	to	understand	is,	what	it	is	like	to	live	with	diabetes	following	an	intervention	designed	to	improve	self-care,	in	this	case	Mindfulness?	By	agreeing	to	be	interviewed	and	recorded	(it	will	 take	about	60	minutes)	 I	 can	 look	more	 in-depth	at	 the	ways	 that	people	with	
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diabetes	talk	about	their	experiences	following	such	a	course,	whatever	that	experience	is.		If	this	is	possible	then	it	might	help	me	to	discover	what	experiences	that	services	and	psychologists	 could	 be	 helping	 you	 with	 and	 this	 in	 turn	 will	 help	 me	 to	 potentially	provide	suggestions	about	how	they	can	improve	their	help.	The	interviews	will	be	done	at	a	time	convenient	for	you	at	the	Diabetes	clinic	at	Mile	End	Hospital.		This	is	all	I	would	require	from	you	so	I	sincerely	hope	you	will	consider	my	invite	and	contact	us	very	soon.	Of	course	this	is	totally	voluntary	and	you	are	under	no	obligation	to	participate	and	if	you	choose	not	to	participate	this	will	not	affect	your	on-going	treatment	at	the	Clinic.		If	you	do	decide	to	participate	you	will	be	given	further	information	and	a	consent	form	to	sign. 	Yours	sincerely,		Joelle	Brogan	 	 	 	 	 Dr	Sonya	Frearson	Trainee	Counselling	Psychologist	 	 Clinical	Psychologist			Research	application	reviewed	by	Berkshire	B	Research	Ethics	Committee.	
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Title of Study: How	do	people	with	Type	2	diabetes	experience	their	relationship	with	food	following	a	Mindfulness	course?	
 
Ethics approval code: PSYETH (P/L) 15/16 275.  IRAS ID 213120 
Please initial box 
 
1. I have had the opportunity to ask questions and had them answered 
satisfactorily. 
 
2. I agree to take part in the above City University London research 
project. I have had the project explained to me, and I have read the 
participant information sheet, which I may keep for my records.  
 
I understand this will involve: 
• being interviewed by the researcher 
• allowing the interview to be audiotaped 
 
 
 
3. I understand that any information I provide is confidential, and that 
no information that could lead to the identification of any individual 
will be disclosed in any reports on the project, or to any other party. 
No identifiable personal data will be published. The identifiable data 
will not be shared with any other organisation.  
 
 
4. I understand that my participation is voluntary, that I can choose not 
to participate in part or all of the project, and that I can withdraw at 
any stage of the project without being penalized or disadvantaged in 
any way. 
 
5. I give permission for direct anonymised quotes from my interview to 
be used. 
 
6.  I agree to take part in the above study. 
 
 
 
 
 
____________________ ____________________________ _____________ 
Name of Participant  Signature    Date 
 
 
____________________ ____________________________ _____________ 
Name of Researcher  Signature    Date 
 
When completed, 1 copy for participant; 1 copy for researcher file. 
 
 
 		Note	to	researcher:	to	ensure	anonymity,	consent	forms	should	NOT	include	participant	numbers	and	should	be	stored	separately	from	data.	
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Appendix G: Using Post-its to arrange into Master Themes 
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Appendix H: Table of Master Themes 
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Master Themes 
From kindly self-harm to feeding a passion 
1. Stabbing self in the heart/ feeding a passion 
2. Food will kill me because I hate it/seduced by dangerously beautiful food 
3. Its killing me inside/sugar is the medicine I need 
4. I used to grab the biscuit tin but now I open the bible/pleasure had in filling up 
stomach 
5. Food is trouble indoors/food would work if it wasn’t for the guilt 
6. Obliteration of any good feelings toward food/food means love and I need lots of 
it 
7. Constant vomiting and wiping out foods/if I’m fed up I’ll eat 
8. I’d rather have a pill than eat/food used to be blissful so much lovely choice 
 
What has mindfulness ever done for me? 
1. Fuck off mindfulness/peace in my heart always there 
2. Mindfulness is a forgotten experience/mindfulness woke me up to food and 
eating behaviours 
3. I can’t be mindful with tunnel vision/good mood means conscious eating 
4. Engaging and thinking deeply about food is painful and too much/good food is 
not a comfort 
5. Awareness of thoughts means I am ok/eating works better than mindfulness at 
getting rid of annoying thoughts 
6. Mindfulness makes me aware of triggers/mindfulness is an interruption to my day 
7. Eating is no longer about how I feel/self-guide has moved from stomach to head 
 
From needy child to undisciplined child 
1 Mother was replaced by food/I was eating to keep my mother alive 
2 Craving for childhood memories/food is part of a deeper turmoil it’s not me being 
a pig 
3 If I’ve been naughty I try to be good/I don’t keep food in the house 
4 Comfort sought through taste of childhood/easier if you are a cripple then you 
can just get on with it. 
5 Childhood re-enacted is comforting/chaotic feeding when steady care gone 
6 Need someone else to feed me/I can’t be trusted with food 
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Psychology Research Ethics Committee 
School of Arts and Social Sciences 
City University London 
London EC1R 0JD  
 
31st August 2016  
 
Dear Joelle Brogan  
 
Reference: PSYETH (P/L) 15/16 275 
Project title: How do people experience living with diabetes following a Mindfulness course? 
 
 
I am writing to confirm that the research proposal detailed above has been granted approval by the 
City University London Psychology Department Research Ethics Committee.  
 
Period of approval 
Approval is valid for a period of three years from the date of this letter. If data collection runs beyond 
this period you will need to apply for an extension using the Amendments Form. 
 
Project amendments 
You will also need to submit an Amendments Form if you want to make any of the following changes 
to your research: 
 (a) Recruit a new category of participants 
 (b) Change, or add to, the research method employed 
 (c) Collect additional types of data 
 (d) Change the researchers involved in the project 
 
Adverse events 
You will need to submit an Adverse Events Form, copied to the Secretary of the Senate Research 
Ethics Committee  in the event of any of the following:  
 (a) Adverse events 
 (b) Breaches of confidentiality 
 (c) Safeguarding issues relating to children and vulnerable adults 
 (d) Incidents that affect the personal safety of a participant or researcher 
Issues (a) and (b) should be reported as soon as possible and no later than 5 days after the event. 
Issues (c) and (d) should be reported immediately. Where appropriate the researcher should also 
report adverse events to other relevant institutions such as the police or social services. 
 
Should you have any further queries then please do not hesitate to get in touch. 
 
Kind regards 
 
	 232	
 
 
Appendix J: HRA letter of approval 
  
	 233	
 
 
 
 
  
 
 
Page 1 of 8 
Ms Joelle Brogan 
Dept of Psychology, SASS, 
City University, Whiskin Street,  
London 
EC1R 0JD 
 
05 January 2017 
 
Dear Ms Brogan    
 
 
Study title: How do people with Type 2 diabetes experience their 
relationship with food following a course in mindfulness? 
IRAS project ID: 213120  
REC reference: 16/SC/0648   
Sponsor City University London 
 
I am pleased to confirm that HRA Approval has been given for the above referenced study, on the 
basis described in the application form, protocol, supporting documentation and any clarifications 
noted in this letter.  
 
Participation of NHS Organisations in England  
The sponsor should now provide a copy of this letter to all participating NHS organisations in England.  
 
Appendix B provides important information for sponsors and participating NHS organisations in 
England for arranging and confirming capacity and capability. Please read Appendix B carefully, in 
particular the following sections: 
x Participating NHS organisations in England – this clarifies the types of participating 
organisations in the study and whether or not all organisations will be undertaking the same 
activities 
x Confirmation of capacity and capability - this confirms whether or not each type of participating 
NHS organisation in England is expected to give formal confirmation of capacity and capability. 
Where formal confirmation is not expected, the section also provides details on the time limit 
given to participating organisations to opt out of the study, or request additional time, before 
their participation is assumed. 
x Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment 
criteria) - this provides detail on the form of agreement to be used in the study to confirm 
capacity and capability, where applicable. 
Further information on funding, HR processes, and compliance with HRA criteria and standards is also 
provided. 
 
It is critical that you involve both the research management function (e.g. R&D office) supporting each 
organisation and the local research team (where there is one) in setting up your study. Contact details 
Letter of HRA Approval 
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04 January 2017 
 
Ms Joelle Brogan 
Dept of Psychology, SASS, 
City University, Whiskin Street,  
London 
EC1R 0JD 
 
 
Dear Ms Brogan 
 
Study title: How do people with Type 2 diabetes experience their 
relationship with food following a course in 
mindfulness? 
REC reference: 16/SC/0648 
IRAS project ID: 213120 
 
Thank you for your letter of 04 January 2017.  I can confirm the REC has received the 
documents listed below and that these comply with the approval conditions detailed in our letter 
dated 21 December 2016 
 
Documents received 
 
The documents received were as follows: 
 
Document   Version   Date   
Copies of advertisement materials for research participants 
[recruitment advert]  
2  04 January 2017  
Covering letter on headed paper [cover letter]  1  04 January 2017  
Please note:  This is an 
acknowledgement letter from 
the REC only and does not 
allow you to start your study 
at NHS sites in England until 
you receive HRA Approval  
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SOP13b AD 1 BH Confirmation of Capacity and Capability V1.0 08/09/2016 
 
06/03/2017                                                            
 
Ms Joelle Brogan 
Dept of Psychology, SASS, 
City University, Whiskin Street, 
London 
EC1R 0JD 
 
 
 
Dear Ms Joelle Brogan, 
 
 NHS Trust  
Confirmation of Capacity and Capability 
   
Project Title:                 How do people with Type 2 diabetes experience their relationship 
                                       with food following a course in mindfulness? 
 
IRAS Project ID:           213120 
HRA approval date:     05/01/2017 
BH REDA Reference:   011807 
 
All internal approvals and all regulatory approvals are now in place. 
 NHS Trust can confirm that it has the capability and capacity to deliver the 
study. 
 
 
Kind regards 
Director of Research Services and Business Development 
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CERTIFICATE of ACHIEVEMENT
This is to certify that
Joelle Brogan
has completed the course
Introduction to Good Clinical Practice eLearning (Secondary
Care)
March 4, 2017
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[[[XGTHJSVK
This content has been removed for 
data protection reasons
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Section C: Publishable Paper 
 
Title: An IPA study on how participants with type 2 diabetes 
relate to food; a tentative role for loss and attachment 
Short title: Diabetes, food, and the role of loss and attachment 
 
Joelle Brogan, SASS, City University of London, London (email: 
Abstract: 
Objectives: This study attempts to understand how people with type 2 diabetes experience 
their relationship with food in order to provide some insight that may inform the provision of 
psychological interventions. 
Design: This is a qualitative study using Interpretative Phenomenological Analysis (IPA). 
Methods: Semi-structured interviews were conducted with eight participants who were under 
the care of an NHS diabetes clinic. The interviews were transcribed verbatim and analysed 
according to IPA guidelines (Smith, Flowers & Larkin, 2009) 
Results: A key theme was interpreted from this data to relate to the idea of a vulnerable and 
undisciplined child. This is discussed in relation to the literature based on this interpretation. 
Conclusions: Although not generalisable to the population of people with type 2 diabetes, for 
these participants, loss was an issue that prompted a yearning for food as a security-enhancing 
figure in their lives. The clinical implications include developing an alternative sense of security 
other than food through learning to develop new relationships or through mentalising 
interventions are discussed. Ideas for future research and limitations of this current study are 
also discussed. 
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Introduction 
 
“The cost of treating diabetes will continue to spiral out of control and threaten 
to bankrupt the NHS. Now is the time for action” (Diabetes UK, August 2015). 
 
This dramatic quote highlights a number of issues. Firstly, diabetes is now one of the world’s 
most common long-term health conditions with over four million people in the UK and 415 
million people worldwide living with the condition (Diabetes UK, 2015). Type 2 diabetes makes 
up 90% of cases and the “main modifiable risk factors”, according to Diabetes UK (2015), are 
being overweight and having an increased waist circumference. These risk factors alone have 
produced estimates of almost 12 million people in the UK as being currently at risk of 
developing type 2 diabetes. Secondly, diabetes is also a condition that has to be self-managed 
unlike many other conditions. This puts the weight of responsibility fully on the patients’ 
shoulders and with it comes the stigma of being responsible for ‘bankrupting the NHS’ 
(Diabetes UK, 2015). 
 
Overview 
The prevalence of eating disorders especially Binge Eating Disorder (BED) and obesity-related 
eating behaviours amongst people with diabetes (PWD) has been reported to be in the region 
of 12% to 25% (Celik et al., 2015; Nicolau et al., 2015) and is related to increasing difficulties 
of losing weight and thus further complications (Ercan & Kiziltan, 2013; Gagnon, Aimé, 
Bélanger & Markowitz, 2012; García-Mayor & García-Soidán, 2017). However, it should be 
noted that there was an estimate of subclinical forms of BED being 20%.  These identified non-
pathological eating behaviours in PWD are restrained, external (in response to sights and 
smells of food) and emotional (Tak et al., 2015).   
Food holds meaning in terms of self-identity, like sexuality, eating versus denial, guilty versus 
pleasure, and issues of self-control (Ogden, Liakopoulou, Antilliou & Gough, 2009). However, 
there is a paucity of qualitative literature on the specific lived experiences of food in PWD 
	 243	
despite the fact that nearly all studies on diabetes mention eating behaviour as being of the 
utmost importance in managing the condition.  The available studies say that one of the main 
difficulties that PWD faced was in making adjustments to their eating behaviours.  The 
difficulties that were experienced as they struggled to make these adjustments went through 
a number of stages.  The first one was in adopting a diet that was in stark contrast to their 
previous diet and lifestyle (Castro-Sánchez & Ávila-Ortíz, 2013; Davis, Pope, Mason, 
Magwood & Jenkins, 2011; Lawton et al., 2008; Savoca & Miller, 2001).  There were reported 
difficulties around social and cultural appropriateness of eating certain foods and PWD not 
wanting to offend people in their community or create alienation by not eating foods from their 
cultural heritage (Lawton et al., 2008).  Although there was a tendency to start off by being 
strict with their new diets, not enjoying their food as much eventually led to non-compliance.  
Not being able to have the food they enjoyed and being unprepared for the changes in diet 
was a fundamental issue for some of these participants.  This effect was heightened by the 
individual’s personal history of eating patterns and social support issues along with repeated 
unsuccessful efforts to lose weight and emotional eating, which were all major themes.   For 
example, Park, Quinn, Park and Martyn-Nemeth (2018) looked at the role of coping strategies 
as a mediator of particular types of eating behaviour in T2D when feelings of stress occur.  
When diabetes-related stress was experienced as measured by the Diabetes Distress Scale 
(DDS; Polonsky et al., 2005) the study found that emotion-oriented coping strategies 
(strategies aimed at regulating emotions) partially mediated the self-report of stress and 
external, emotional and restrained eating behaviours. 
Living with diabetes is too broad a subject to study but one of the key relationships for people 
with type 2 diabetes is the relationship they have with food. This relationship is therefore of 
primary importance given that it has the most direct relationship to blood glucose levels. Food 
is also the main way by which type 2 diabetes develops, and the specificity of the relationship 
to it has not to date been the focus of any qualitative research with this group of people. It was 
decided that by focusing on this one aspect of living with diabetes, it might be possible to gain 
insight into a small part of the lived experience, and how they make sense of this experience. 
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By doing so, we could be in a better position to work with the barriers to improving people with 
diabetes’ relationship with food.   
 
Research methods 
Design 
There are a number of phenomenological methodologies, but because this research is focused 
on the centrality and meaning of the participants’ subjective experiences (idiography) and 
hermeneutics, interpretative phenomenological analysis (IPA) was chosen as the methodology 
to capture how participants made sense of their experiences. Phenomenology philosophy has 
provided qualitative research methods, and in particular IPA, with an understanding of how to 
examine the ‘lived experience’, which is the key aspect of this research.  IPA seeks to describe 
and interpret the experiences that a ‘particular person in a particular context’ has. IPA 
describes and interprets what the participants bring to mind about their ‘relatedness to the 
phenomena at hand’ (Giorgi, 1985). This is the relationship they have with food and the sense 
they made of it at the time of the interview. IPA does not seek to explain this experience. IPA 
is aligned to the concept of ‘embodied cognitions’ that refers to how the mind should be 
understood in relation to the physical body and its interactions with the world (Wilson, 2002). 
This assumes that it is the body that “is a significant factor in how humans perceive, 
comprehend and act in the world” (Spackman & Yanchar, 2014, p. 47). In relation to the 
research question, this approach allows for the lived experience to take the foreground prior 
to any intellectual analysis (Smith, Flowers & Larkin, 2009).  It was therefore concluded that 
this was an appropriate methodology for research, seeking to understand the lived experience 
of having a body that potentially shapes the relationship the participants have with food. 
 
Setting and sampling strategy 
Participants were sought from a diabetes clinic in a London hospital as a purposive sample. 
The patients were sent an advert and recruitment letter by the administrators in the clinic via 
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email or post if necessary. In total, eight participants were recruited. Table 1 gives a brief 
outline of the demographics of the participants interviewed. 
 
The exclusion of patients with type 1 diabetes may have resulted in fewer young adults being 
able to participate, but as the nature of the disease for type 1 is different, to avoid the risk of 
the research producing a comparative study of results with type 2, it felt necessary to exclude 
them. It was also felt that although food was an issue for both type 1 and type 2 patients once 
diagnosed, it was with patients with type 2 diabetes that food would have played a more major 
role in its development unlike with type 1. 
 
Data collection technique 
The mainstay of data collection for an IPA study is via semi-structured interviews. This allows 
for a flexible data collection as the initial questions can be modified depending on the 
responses given by the participant. The researcher can also probe any interesting areas that 
arise that may not have been considered initially. These questions were a reflection of the topic 
of interest, that is, the experience of their relationship with food following a course in 
mindfulness rather than being informed from existing literature. This allowed for a broader and 
exploratory interview by remaining open to what is not known rather than what is known. 
Interviews took place in a room at the diabetes clinic with which they were familiar and were 
audio-recorded. 
 
Analysis 
The first stage of the analysis process involved the transcription of the interview verbatim. The 
central tenet in the analysis of the transcripts is ‘meaning’. This requires an engagement with 
the transcripts and to enter a process of interpretation. Smith, Flowers & Larkin’s (2009) step-
by-step guide on the analysis process was utilised and the aims are twofold. Firstly, it is an 
attempt to describe the experiences of a specific relationship but keeping in mind that this is a 
co-constructed process between participant and researcher. Therefore, the initial stage is to 
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produce “a coherent, third-person, and psychologically informed description which tried to get 
as ‘close’ to the participant’s view as is possible” (Larkin, Watts & Clifton, 2006, p. 104). 
Secondly, the guide was to position this description in the wider literature and in doing so 
provide a commentary on how the participants are making sense by using critical and 
conceptual interpretations (Smith & Osborn, 2003). 
 
Results 
Certain themes and patterns were created for the purpose of analysing the data.  The particular 
theme of interest for the purposes of this article is Vulnerable and Undisciplined Child. One of 
the most striking aspects of how the participants described their experiences of their 
relationships with food was how it was linked to their childhood and the losses experienced at 
a young age. The ‘childlike’ aspect was heightened for a number of participants who described 
craving certain foods and that they needed others to prepare the food because they could not 
be trusted with food. These tensions are held across the two superordinate themes of Craving 
the taste of childhood followed by Not to be trusted with food. Pseudonyms are used 
throughout this article to protect the identity of the participants. 
 
Craving the taste of childhood 
The craving of the taste of childhood was described by most of the participants as a conscious 
experience of taste, such as sweets or particular meals. Vea was able to articulate very clearly 
what her experience was like when it came to maintaining a relationship with her mother who 
died when she was 13 years old: 
 
“…so to me, giving her back something in life, I was eating for two.  Instead of 
having one glass of wine I’d have two glasses of wine, so I was eating for 
comfort, comfort, comfort eating.” (Vea) 
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This voice of the ‘vulnerable child’ was apparent in other people’s accounts too, and often in 
the context of loss of a parent or carer through death. Kevin had been cared for by his 
grandmother and he was able to link the associations he has of food to the comfort this gave 
him: 
 
“I think there is a comfort thing with food. I think, you know, that is the sort of, 
you know, that’s the sort of, er, relationship with my grandmother and food and 
stuff like that when she was…that there, you know, is the care and love 
associations with food and therefore by feeding myself, I am loving and caring 
for myself…” (Kevin) 
 
The lack of stimulation and affection from the parents was also noticeable in the  responses. 
Barbara expressed a relationship with food that was a chore, a thing to get done, and this was 
reflected in how she experienced meal times with her parents (the ‘couple’) when she was a 
child: 
 
“…you sat down at meals together, but there would often be tension.  The 
tension of perhaps lack of communication or non-speaking between the couple, 
um, also I think some tensions inasmuch as it was a very enclosed, um family 
unit, which didn’t have too much outside social contact.” (Barbara) 
 
Perhaps the rather distant sounding relationship Barbara had with her parents influenced her 
relationship with food. She talked about the needs she had which were not met by ‘the couple’ 
and how she had looked to food to give her all the things she did not have as a child: 
 
“Filling up a gap. An emotional gap and a mental gap (…) and of course it didn’t 
work but even so, the, the, the habit of using it as a substitute was well 
engrained in me by then.” (Barbara) 
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Again, the idea of food as a habit and something to be ‘used’ permeates descriptions by 
Barbara and others. Barbara expanded on this in more detail as she reflected further on this 
subject and described food as a way of loving herself and being loved: 
 
“There’s something in my mind from my childhood, food equals love. Food, 
plenty of it. Food, lifestyle equals a way of expressing love (…) if there is no, 
what shall I say, um, physical demonstration, verbal demonstration that you’re 
valued and loved, it, it becomes a way of saying that you are and I’d buy sweets 
every week, you know, I’d go and buy a box of chocolates when I’m out (…) 
because there was that lack of it, which I’ve had to work really hard to recover 
for myself.” (Barbara) 
 
The sadness that permeated the experiences that the participants had in their relationship with 
food and the continued efforts to rekindle something or even to start a relationship that never 
had existed as with Barbara, is part of what most of the participants described as experiencing 
and they are heart-felt and have a desperation about them. Jacinta lost her mother just as she 
was becoming an adult. 
 
“Just before I was twenty one, um, she died (…) it was like, I didn’t realise it 
was a coping mechanism (…) I just kept eating (…) and I find it, you know, I 
don’t know if that is what’s happening and now I can’t really get out of this 
depressive moods, you that, that’s haunt me so much.” (Jacinta) 
 
The use of the word ‘haunt’ captures a sense of being enveloped by these inescapable moods 
that she experienced and continues to experience. 
Vea described how her experiences had made her realise just how much her relationship with 
food had potentially been about replicating her relationship with her mother. 
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“I used to turn to food for comfort because my mother was never with me.” (Vea) 
 “I was living my life in my mother.” (Vea)  
 
She also described how that ‘internal mother’ which she carried in her stomach was causing 
her pain: 
 
“Because I had pain, I missed my mum so to me your mum was there.” (Vea)  
“…by having filling my stomach was oooh that’s where all my pain was and why 
I’m saying that to you, on reflection now the night my mother died, I was by her 
bed and (…) as she’s dying, I just held on to my stomach.” (Vea) 
 
Vea spoke as if someone else was speaking for her at times which was noticeable when she 
said ‘your mum’ rather than ‘my mum’.   
 
Whether food was conceptualised as a coping mechanism borne out of some sort of grief or 
loss, it did seem to stem from their much earlier lives but kept alive in the present with the food. 
Like others, Sandeep spoke about the type of foods he would crave in a way which implies 
that he has not moved on from being a child: 
 
“…even now I, I , I go to the shop and buy Wagon Wheels, which is sort of a 
reminder of my childhood. The flavours haven’t changed (…) it’s a craving for 
a particular taste…” (Sandeep) 
“I’m still a child, I still go down to the sweet shop and buy…a savoury pie and 
a, a Lion Bar for lunch and eat that…” (Sandeep) 
 
Not to be trusted with food 
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This theme of not being trusted with food begins with Cheryl, as she described her way to deal 
with food was to not keep it indoors:  
 
“I go into Waitrose…I don’t keep food in the house. I use it as my larder. I call 
it the larder.” (Cheryl) 
 
Cheryl came over as very matter-of-fact about this idea of treating a nearby supermarket as 
her larder. The supermarket became an extension to her and of her house as if it was a 
possession to perhaps compensate for the lost one. The idea of not being trusted with food 
was continued as she often referred to her eating as ‘naughty’ which was reminiscent of quite 
a childlike way of talking about oneself and one that conjures up the perception of an 
undisciplined child. 
 
“I usually eat in front of the television, which is very naughty…” (Cheryl) 
“…sometimes in the week if I’m feeling naughty er bacon and tomatoes…” 
(Cheryl) 
“I was naughty this morning, I had another piece of toast…” (Cheryl) 
“I was very naughty the day I came back, this is a very naughty week (…) very 
naughty when I came back...” (Cheryl) 
 
This childlike way of talking to herself through the repetition of the word ‘naughty’ was also 
extended to a dietician who had recommended that she cut back on certain foods: 
 
“…stopped me from eating taramasalata. She said very, very naughty, so that’s 
a treat as well sometimes” (Cheryl) 
 
But in this instance she converted it from being naughty to being a treat, which may be her 
attempt to be loving toward herself. 
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Sandeep’s way of relating to food would often result in what can be interpreted as an 
undisciplined childlike way of eating: 
 
“…so grabbing whatever’s available to me in the kitchen and, and stuffing it in 
my mouth and then going back to sleep.” (Sandeep) 
 
This conjures up the image of a baby being fed and then going back to sleep as if it has a 
soporific effect on him. This way of eating to calm oneself, similar to that of a child or even a 
baby, is something that Aja seemed very prone to as she talked about ‘wanting the taste’ or 
feeling the need to ‘just chew’. It’s that visceral sense of oral satisfaction that comes through 
an almost complete disregard of the consequence – an almost primal need. 
 
“I keep wanting to, to have those taste, you know, that taste that what I had in 
my childhood, er, now I just crave for that taste.” (Aja) 
“Even if I’m not hungry I’ll go and have it because…I just want to taste that.” 
(Aja) 
 
The taste for Aja is more important than the hunger or anything else. This entering into a 
childlike or primal state had the effect of a relinquishment of taking responsibility of the 
consequences. Maybe what they are describing is the sense that they just gave up trying and 
failing. 
 
 “I do sometimes feel I can’t be bothered to (…) eat certain foods and not eat 
certain foods. Eat the certain set amount (…) because I am enjoying it so much, 
I want more of it and then I get full.” (Aja) 
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Aja did wish it was different and that she could help herself but to do that was not about the 
lack of knowledge, as mentioned above, but the will to make the changes necessary. To do 
that seems to require an attitude change which she just did not feel able to affect: 
 
“…having sugar will affect my liver or my body or because I’m aware of all those 
things, I am, it’s just, I don’t know how to get myself round to taking it seriously 
(…) I don’t think I’m taking it seriously because I can’t…. I don’t know what 
to…how to…I don’t know how to take it seriously…” (Aja) 
 
It is as though ‘taste’ is the opposite of ‘taking it seriously’ which would make taste the same 
as play. This childlike vulnerability reverberates throughout the accounts. Kevin was fully 
aware of how his relationship with food was a re-enactment of his childhood. He started by 
recounting how his relationship with food changed after his main carer (his grandmother) died: 
 
“My grandmother did die when I was reasonably young, about 12, which you 
know, was quite devastating for me. Um, my mother was still working and I 
started looking after myself (…) I often cooked something for myself (…) pretty 
awful stuff (…) it was just sort of you know, whatever it was, cheese on toast or 
(…) I had a fondness for curries which of course meant the house stank of curry 
the whole time, although I never noticed, you know, just frying onions and 
putting curry powder in and bits and pieces.” (Kevin) 
 
Kevin’s childlike way of looking after himself has reversed in adulthood as the thing that could 
potential harm him. There was a sense of being oblivious to his surroundings (“I never noticed”) 
and a slightly chaotic-sounding way of feeding himself almost like he himself was in ‘bits and 
pieces’ and this is how he held himself together. This way of eating continued into adulthood.  
 
	 253	
“Because, you know, the mindset, you know, it’s like ‘Well it’s better not to eat’ 
you know and then when you do eat, ‘Oh fuck it’s all gone wrong, so I’ll just 
eat’. You know what I mean? So it was like ‘Oh I’ve broken it’ so I’ll press the 
‘Fuck it’ button now and just go for it.” (Kevin) 
 
Vea seemed uncertain in her constant questioning style as she considered her relationship 
with food and wondered, for example, if it was also a way of keeping herself safe. 
 
“I said to myself, did I kept her in me so that I do nothing bad in my life?” (Vea).  
 
This interview was a very reflective experience for Vea as possibly indicated by the use of 
questions which were to herself rather than to me. The idea of keeping her mother in her could 
also be understood by Vea as a way of keeping herself disciplined and therefore safe. Barbara, 
however, described how she does not find food satisfying and part of the reason for that is 
down to her experience of feeling a lack of confidence with food and a sense of therefore not 
to be trusted with food. 
 
“I’ve not fully claimed and stand on my own ground as an individual (…) in terms 
of food, I’m not safe on my own ground.” (Barbara) 
 
The only way Barbara felt she could have a relationship with food was to engage the care of 
someone else: 
 
“have someone lay the nice plate of acceptable, well-balanced food in front of 
me and I’d happily eat it, not too much, not overdo it, thank you.” (Barbara)  
 
This theme of child-like rebellion is probably best summed up by Kevin when he described 
what happens to him when he lets go of trying to be careful with food. 
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“…when I’m in low moods, I tend to go, you know, I feel like a kid wandering 
around giving everything the V signals, you know, you know, you know, just 
‘fuck off, fuck off, fuck off’….” (Kevin) 
 
Discussion  
Evidence shows that high-calorie foods can have a calming effect on the areas of the 
brain involved in the response to stress (Peters, Pellerin & Dallman, 2007).  Amongst the 
participants, this seemed evident as Kevin spoke of food having a narcotic effect and Sandeep 
reported that he would go to sleep immediately following a binge.  There is also evidence that 
stress and loss can activate particular patterns or cognitive schemas known as attachment 
styles, and a growing body of literature on the utility of using attachment theory provides us 
with another lens with which to view the participants’ experiences (Bowlby, 1980; Slade, 1999). 
In relation to the experiences of the participants in this study, attachment theory offers a 
compelling interpretation on the way food may be being used as an external source of 
emotional regulation (Armstrong & Roth, 1989; Mikulincer & Florian 1998; Tasca & Balfour, 
2014; Taube-Schiff, Van Exan, Tanaka, Wnuk, Hawa & Sockalingam, 2015).   
Attachment refers to the biologically-evolved behavioural system that starts from birth 
and is activated in anxiety-provoking situations which motivates the infant to seek proximity to 
a caregiver, or attachment figure to give them a sense of safety and security (Bowlby, 1969).  
If the attachment figure is sensitive and responsive to the child’s needs, a stable sense of 
attachment security is established and helps the child to develop a positive mental 
representation of self and others.  However, if the attachment figure is unreliable in their 
availability and support and unlikely to relieve their distress, then negative models of self and 
others are formed.  This is likely to increase maladjustment behaviours and later emotional 
problems.   For a child who has lost their attachment figure the stages of mourning are 
described as numbness, yearning and searching, disorganisation and despair, and finally, 
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reorganisation (Bowlby, 1980). The yearning and searching is understood in attachment theory 
as behaviour based in the hope of restoring the lost person although the resumption of 
personal relationships may never be fully attained (Bowlby 1980). This is particularly pertinent 
to the participants, due to the loss and unavailability of their primary attachment figures, namely 
for Vea, Barbara, Kevin and Jacinta.   
Securely attached individuals tend to be able to reflect on their relationships and 
therefore engage in meta-cognitions. They are also able to communicate and ask for support 
when needed, and disclose information about themselves appropriately (Johnson, 2003).  
Insecurely attached individuals are more likely to demonstrate emotional neediness due to a 
sensitivity to loss or potential abandonment and this leads to a tendency to not trust others 
easily. These have particular importance to how people manage their diabetes as bodily 
illnesses are regarded as threats and thus trigger attachment patterns (Hunter & Maunder, 
2001).  
Hunter and Maunder (2001) utilise Bowlby’s (1980) concept of the internal working 
model (IWM) which is a cognitive schema that maintains attachment patterns over a lifetime.  
The IWM of the insecure-anxious attachment style predicts an almost constant distress signal 
as a means of maintaining proximity to the attachment figure which could translate, in the case 
of the participants from this study, to food becoming an external source of comfort in the 
absence of an IWM of a secure attachment figure.  Those who are anxiously attached may 
relate to food that follows a typical anxious-attachment style, which is to seek a relationship, 
in this case with food, in times of distress in order to obtain some relief but never quite feel 
satisfied (Mantilla, Clinton & Birgegard, 2018).  This sentiment is repeated by the participants 
Aja and Jacinta who described themselves as searching and yearning but never quite being 
satisfied.  There is an insatiable need for being soothed thus making emotional regulation a 
key deficit. Aja found it particularly difficult to stop eating and observed that she was not taking 
diabetes seriously “because I can’t”.  
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  Insecure-avoidant IWMs predicts that others will be unreliable and so there is a 
tendency to be self-reliant.  Illness disrupts this preference for self-reliance so there is 
sometimes a denial of needing anything and a rejection of medical advice and non-compliance 
(Hunter & Maunder, 2001).  Barbara had experienced the unreliability of her parents who she 
referred to in an unaffectionate way as “the couple”. Diabetes had the effect of knocking her 
off-balance, or as she put it, “I’ve not fully claimed and stand on my own ground as an 
individual… in terms of food”.  The preference for self-reliance was evident when she referred 
to “old habits die hard” and how since receiving a diagnosis of diabetes, she found eating a 
chore and did not “regard it as an essential resource of my life”. It was seen as “an interruption” 
and she resented the time she had to spend with engaging with it.  Food became a relationship 
with which she was now reliant and diabetes made this a potential ongoing problem.  This 
would also be consistent with an avoidant attachment style being associated with an increase 
in HbA1c levels and difficulties in adjusting to a diabetes diagnosis (Bazzazia & Besharat, 
2012; Ciechanowski, Kirsch & Katon, 2002; Cohen Birnbaum, Meyuchas, Levinger, Florian & 
Mikulincer, 2005) and not allowing for the development of a sense of mastery and sensitivity 
to bodily needs as well as self-control at times of health crises (Maunder & Hunter, 2001). 
Although none of the participants were diagnosed with an eating disorder, there was 
evidence of disordered eating patterns.  Aja referred to herself as engaging in binge eating 
and Kevin referred to himself as an “unsuccessful anorexic”, a “compulsive obsessive” eater 
and overeater.  Sandeep also suggested that he could understand his relationship with food 
as being akin to how people with bulimia and anorexia experience food.  The relevance of 
attachment theory to disordered eating patterns was reviewed in a meta-analysis by Faber, 
Dubé and Knauper (2017).  They looked at data from 70 studies and over 19,000 participants 
from the general population and found that higher attachment insecurity (anxiety, avoidance 
and fearfulness) was significantly associated with more unhealthy eating behaviours. The link 
between attachment and eating behaviours are suggested to be due to four interrelated 
mechanisms, namely: general vulnerability view; inability to regulate emotions; poor self-
	 257	
representation; and interpersonal difficulties (Faber, Dubé & Knauper, 2017).  Therefore, 
unhealthy eating behaviours are seen as a maladaptive coping strategy due to an inability to 
cope, regulate or disengage from negative emotions and stress, in the face of poor self-
representations and difficulties in relating to others (Bélanger Di Schiavi, Sabourin, Dugal, El 
Baalbaki & Lussier, 2014; Wilkinson, Rowe, Robinson & Hardman, 2018).  For many of the 
participants in this study, distress featured highly in relation to food, and there was a tendency 
to use food to reduce this distress and therefore could represent a maladaptive coping strategy 
to regulate their emotions. Some reported that eating was a way to get comfort and sometimes 
to stop themselves from “screaming”, literally stuffing their emotions, or to “get rid of annoying 
thoughts”.  This finding is reflected in studies such as O’Kearney’s (1996) who noted that 
anorexic patients appeared more avoidant of involvement in general as well as with food 
whereas the bulimic population seemed angrier and more chaotic. 
There is also some evidence that those with binge eating disorders had a higher 
incidence of loss and a pattern of attachment disorganisation (Barone & Guiducci, 2008). This 
resonated with the experiences that many of the participants tried to make sense of. The 
undisciplined and chaotic nature of Kevin, Aja and Sandeep’s eating comes to mind as 
possible examples of disorganisation where they reported giving up on controlling what they 
ate and eating whatever and whenever they liked. The experience of loss is echoed by the 
reported experiences of the current participants and is an experience reflected in much of the 
research in the last decade (O’Shaughnessy & Dallos, 2009; D’Argenio, Mazzi, Pecchioli, Di 
Lorenzo, Siracusano & Troisi, 2009).  These findings also correspond with studies suggesting 
that the reason why those with insecure attachment styles have problems around eating is due 
to misinterpreting their attachment anxiety signals and fears of abandonment as hunger 
(Alexander & Siegel, 2013). A striking example of this is when Vea reflected that she had 
turned to food “because my mother was never with me” and she thought it was a way of  
“keeping her alive inside” her, like an internal version. that by feeding himself, he was “loving 
and caring for myself”.  It has been  suggested that those with insecure attachment styles, i.e. 
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anxious or avoidant styles, are less able to self-soothe (Gilbert & Proctor, 2006).  These cases 
may imply that patients with diabetes who overeat may benefit from being taught to increase 
their awareness of physical and emotional internal cues (Warren, Smith & Ashwell, 2017) and 
how to self-soothe.  Gilbert suggests this needs to be done in a way that is self-compassionate 
rather than relying on external sources like food (Gilbert, 2010). 
Bowlby (1977) said: “Whilst especially evident during early childhood, attachment 
behaviour is held to characterise human beings from the cradle to the grave” (p. 129).  
Attachment patterns in adulthood are subject to changes due to experiences throughout one’s 
life.  For those who went on to experience nurturing and supportive relationships, in the case 
of Vea and Barbara with God, then it becomes possible that “old routines rendered 
meaningless give way to new habits” (Gomez, 1997, p. 165).  This is when new relationships 
with food become possible and Vea would “just open the Bible” instead of “grabbing the biscuit 
tin” and Barbara spoke of her reengagement with “contemplative prayer”. There is some 
evidence that an attachment to God can protect an individual from eating disorders (Homan & 
Boyatzis (2010). This seems to suggest that patients with diabetes who have unhealthy eating 
behaviours may benefit from help with establishing new relationships to enable the formation 
of new habits (Gomez, 1997).  
Conclusions 
The reported experiences seem to indicate that the participants’ relationships to food was the 
same even prior to a diagnosis of diabetes.  Attachment theory has been applied to these 
experiences as a way of illuminating the possible underlying mechanisms for these difficult 
relationships and the findings here add to the body of evidence in the literature.  The distress 
of a chronic condition, like diabetes, is regarded as a threat which sets off in motion particular 
attachment styles in an effort to reduce the distress.  Some of these styles such as insecure-
avoidant and insecure-anxious may lead to the particular patterns of using food to regulate 
emotions as evidenced by the participants.  
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The clinical implications of these findings suggest that if insecure attachment styles lead to a 
tendency to respond to stress using food then learning new ways to regulate emotions would 
be potentially beneficial.  This requires a shift in awareness and attention to experiences that 
trigger an automatic turning-to-food response.  Mindfulness-based interventions offer 
compelling evidence in its ability to effect change in awareness and attention thus leading to 
the opportunity to have an alternative response.  In the diabetes population this study indicates 
that the nature of the experiences, such as insecure attachment styles, may also require 
additional training in body awareness, and mentalisation in order to make the most of 
mindfulness training. 
Limitations 
In considering the role of attachment it must be kept in mind that most of these studies are 
correlational designs so do not represent proof.  The studies also use different measures of 
attachment style for example using the Adult Attachment Interview (AAI; George, Kaplan & 
Main, 1996) or a self-report relationship questionnaire (RQ: Bartholomew & Horowitz, 1991).  
This makes it difficult to compare across studies and there is also a paucity of studies looking 
at the difference between men and women in attachment styles in relation to eating 
behaviours. One study showed that when this was investigated the insecure attachment style 
in men did not predict eating disorders which raises the issue of why this may be the case 
(Elgin & Pritchard, 2006).  The differences between men and women were not highlighted in a 
review of current research (Tasca & Balfour, 2014).  This may reflect the tendency to focus on 
clinically diagnosed eating disorders which is more common in women than men but there is 
evidence that men are more likely than women to report overeating rather than disordered 
eating styles (Striegel-Moore, Rosselli, Perrin et al, 2009).   
Another limitation is in the methodology chosen.  Using IPA methodology means the findings 
are not generalisable to the whole diabetes population.  Therefore these findings reflect the 
experiences of those who participated and IPA describes and interprets what the participants 
bring to mind about their relatedness to the phenomena at hand, that is the relationship they 
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have with food and the sense they made of it at the time of the interview (Giorgi, 1995).  What 
the findings suggest however is that where there is evidence of disordered or overeating 
behaviours, attachment theory may be able to offer insight into the behaviours that is plausible. 
 
Further research 
It is hoped that this study can stimulate further research into the everyday lives of the millions 
of people trying to manage their diabetes. A potential area of research therefore is in the 
development of interventions such as mindfulness specifically for people with diabetes.  A 
number of studies have begun to isolate the facets of mindfulness that have an effect on 
behaviours and attitudes. Future research within the field of diabetes could investigate the 
effects of these facets of mindfulness on developing the ability to understand the mental, 
emotional and physical state of self and how this impacts on  their attachment style.   
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